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THE FUTURE OF MEDICAL PRACTICE 
AN ADDRESS 
BY 


G. C. ANDERSON, M.D. 


MEDICAL SECRETARY OF THE BRITISH MEDICAL ASSOCIATION 


To the most superficial observer it must be apparent 
that in the realms of medicine, as elsewhere, there have 
been considerable changes within recent years. These 
are due, in the main, to the intensive advance of medical 
science, coupled with the keener interest taken by the 
public in measures which have for their object the 
betterment of the health of the community. 


The Growth of Public Interest 


Thirty years ago, when there was little or no link 
between the curative and preventive sides of medicine, 
the only contact the medical practitioner had with the 
State or local authority was in connexion with the 
notification of infectious disease, the certification of 
lunatics, inquiries into sudden deaths, and the signing of 
death certificates ; while the function of the State in 
regard to health matters was merely, through the local 
authority, to look after such things as sanitation, water 
supply, and the control, as far as possible, of infectious 
disease. This is in sharp contrast with the situation 
to-day. 

Although there were many contributing factors, public 
interest was awakened mainly as the result of informa- 
tion obtained from the operation of two Acts of Par- 
liament and from the state of the health of adult males 
disclosed during the Great War. Medical inspection and 
treatment of school children, made possible under the 
Education (Administrative Provisions) Act of 1907, were 
new conceptions of communal responsibility, and _pro- 
vided ample evidence that defects and disorders had 
been allowed to go undetected and untreated. The 
National Health Insurance Acts of 1911 and later years 
gave the community, for the first time, information as 
to the amount of sickness and invalidity amongst wage- 
earners, while the ‘‘C3’’ nature of the man power of 
the nation, which was discovered during recruiting for 
war service, still further focused attention upon the 
nation’s need for more efficient medical care, both in 
the preventive and in the curative field. 


Since the Education Act of 1907 we have had a 
stream of public health enactments dealing with 
maternity and child welfare, tuberculosis, venereal 


disease, mental deficiency, etc., as well as with public 


health administration, and we have public inquiries, 
Royal Commissions, Departmental Committees, and the 
like. The Ministry of Health has been established, and 
the Press of the country—misguided and ill informed as 
it has been too cften—has done much to focus the 
attention of the public upon questions relating to in- 
dividual and public health. In addition to all this we 
now have a better standard of living, while personal and 
domestic hygiene, as well as occupational hygiene, have 
materially improved, so it is not surprising that to-day 
the community generally is much more interested than 
hitherto in the problem of medical care in both its 
preventive and its curative aspects, and concerns itself 
much more intimately with the manner in which medical 
services are to be made available to the community. 

This change in public opinion has tended to bring 
about a conflict between the social attitude towards 
medicine and the traditions of the profession—a conflict 
which would not exist if the attitude of community and 
doctor were properly understood and appreciated by 
both. The community should realize that the doctor 
must be permitted to choose the method of treatment 
which he considers will best serve the needs of his 
patients, while the doctor should appreciate that the 
community has a right to a voice in determining the 
manner in which the doctor’s services are to be available 
and the cost of these services. 


The Aim of the Profession 


To meet the public needs the profession must adapt 
its views to meet altered conditions, and assist in the 
provision of a form of medical practice which will give 
to the community the benefit of the rapid progress which 
scientific medicine has made in recent years. 

How is this to be done? Is the future medical 
service to be developed as some form of compulsory 
health insurance of nation-wide scope, or as a more 
limited or selected type of group insurance ; or are we to 
have an extension of the clinic system administered by 
local authorities ; or is the hospital to be the centre from 
which the medical services radiate and are controlled ; 
or is the solution of our difficulties to be found in 
a whole-time salaried State medical service controlled 
centrally but administered in the main by local 
authorities ? 

As guardians of the health of the people it is for us 
t> suggest the manner in which medical attention can 
be brought within the reach of those who, under existing 
economic conditions, find it difficult or impossible to 
provide for themselves. Medical practice will not be 
allowed to pursue the even tenor of its way ; the past 
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has lessons to teach us in this respect, and the law of 
evolution applies here as in other spheres. One thing is 
certain—namely, that the day of individualism is over 
so far as the practice of scientific medicine is concerned. 
This, in future, must be carried on along co-ordinated 
lines. But in what way is co-operation to be developed? 
It should surely be possible to organize our medical 
services in such a manner as to make it possible for an 
individual to obtain a greater degree of continuity of 
care in regard to matters affecting his health than he at 
present enjoys. 

The British Medical Association’s contribution to the 
problem of medical care is contained in its Proposals for 
a General Medical Service for the Nation, which are com- 
prehensive enough to cover the whole of the field of 
preventive and curative medicine, and sufficiently elastic 
to permit of further developments as these may be 
found to be necessary ; it would provide a service for 
every class of the population. It is a valuable piece of 
constructive work, and merits the serious consideration of 
all who are interested in the development of the health 
services of the country. The same may be said of the 
evidence prepared by the Scottish Committee of the 
B.M.A. and submitted to the Departmental Committee 
on Health Services which was set up by the Secretary 
of State for Scotland, and whose report should be forth- 
coming at no distant date. 

Adoption of the Association’s proposals would require 
fresh legislation—an unlikely event in view of the present 
economic state of the country—but even though they 
cannot be carried out at the present juncture it must be 
apparent to anyone who has given serious thought to the 
problem of medical care that we must make some effort 
to co-ordinate the existing medical services of the com- 
munity in such a manner as to ensure continuity of 
supervision and treatment. 

Think of the agencies existing to-day which provide 
medical attention-—-each working independently of the 
other, with little or no thought of continuity either of 
supervision or of treatment. On the one hand, there is 
a whole army of medical officers employed by local 
authorities, working in water-tight compartments, who 
have little or no contact with the practitioner practising 
independently, and, on the other hand, the general practi- 
tioners, dissociated from the health activities of the local 
authority, thus reducing their opportunities to share in the 
work of prevention. Even though our General Medical 
Service Scheme is impossible of attainment without fresh 
legislation, there are still a variety of ways in which the 
existing medical services can be improved without in- 
voking the aid of Parliament. 


The Public Assistance Medical Service 


I propose to deal first with the public assistance 
medical service, the provision of which has greatly in- 
creased the responsibility of the local authority in recent 
years. 

There are at present three main methods available for 
public assistance authorities whereby they may effect 
provision for domiciliary medical attendance and/or 
treatment of those persons for whom they must accept 
responsibility—namely : 

(i) the method of the appointment and employment of 
whole-time salaried medical officers ; 

(ii) the method of the appointment and employment of 
part-time salaried medical officers ; 

(iii) the method of the appointment and employment of all 
local medical practitioners in the area(s) concerned who are 
willing to accept service with the authorities on a basis of 
remuneration either by payment per item of service or by 
a capitation fee either for patients or for persons at risk— 
that is, all whose names appear on the register of the public 
assistance authority. 

The last method has been designated the ‘‘ open choice ”’ 
method. 


The principle which has been accepted under the 
national health insurance system—that the insured per- 
son should have free choice of doctor—should apply also 
in the case of the public assistance patient, who has just 
the same claim to be allowed to exercise his own choice 


in the selection of his medical attendant as has his more 
fortunately situated brother. 

Although the Local Government Act of 1929 enabled 
institutional Poor Law medical services to be divorced 
from the Poor Law, domiciliary medical services unfor- 
tunately still retain their association with it. Neverthe- 
less it is possible, without further legislation, to provide 
the public assistance patient with a domiciliary medical 
service to which no stigma of the Poor Law is attached, 
if a system of medical attention, similar to that provided 
for the wage-earning community generally, is estab- 
lished. Experience has shown that many public assist- 
ance patients in need of domiciliary medical attention 
refrain from seeking it under the whole-time system of 
providing such attention, or do so reluctantly, and, con- 
sequently, the free and unfettered choice of the patient 
is advocated by the Association. By this means the 
intimate relationship between doctor and patient is pre- 
served, a factor of the utmost importance in the successful 
treatment of the patient. 

Another reason for advocating the open choice method 
is the desire to produce the maximum effect by preserving 
continuity in treatment. In these times of unemploy- 
ment a person may pass from the care of the practitioner 
of his choice under the N.H.I. system to the doctor 
chosen for him by the public assistance authority, return- 
ing to his own choice when again eligible for treat- 
ment as an insured person; and this may happen 
frequently during his lifetime. The game of battledore 
and shuttlecock cannot be to the liking of the patient, 
nor can it ensure the best results in treatment. The Bill 
lately introduced into the House of Commons' will in 
some measure mitigate the position to which I have 
drawn attention, as many of those who were to have lost 
their title to medical benefit under the N.H.I. Acts will 
be continued in benefit. 

As co-operation and collaboration between general 
practitioners and the local public health authority is 
eminently desirable, this is more likely to be achieved +f 
the services of the former are utilized as far as possible 
in discharging the function of the local authority in 
health matters. 

I recognize that the arguments which have been ad- 
vanced against the whole-time system apply with almost 
equal force to the system under which district medical 
officers are appointed by the local authority to carry 
out the work on a part-time basis, but under the latter 
system there is less obvious identification with the Poor 
Law. Be that as it may, we must appreciate that the 
existing D.M.O.s have inalienable rights which must 
be recognized, and therefore that no change can be 
effected without their co-operation and consent. In any 
scheme which is advanced for the adoption of the open 
choice method their position must not be prejudiced, but 
opposition should be strenuously offered to any new 
appointment or employment of whole-time D.M.O.s. I 
am aware that. any proposition to do away with part- 
time D.M.O.s is liable to opposition from those with 
vested interests. But as new appointments are being 
made on a temporary basis without the rights of those 
who were appointed on a permanent basis under the old 
Poor Law guardians, the Association’s suggestion is that 
as and when retirement, death, or dismissal of. medical 
officers makes it possible, the open choice method should 
be adopted ; or, in other words, all the practitioners in 
the district who are willing to undertake the work should 
be given the opportunity to participate in the attendance 
and treatment of public assistance patients on a basis of 
remuneration not less favourable than that at present 
payable to insurance practitioners under the N.H.I. Acts. 

The free choice system is advocated not in the doctor’s 
interests, but in the interests of the community. 

I cannot now enter into certain important matters 
which would have to be considered and for which pro- 
vision would have to be made, such as duties, records, 
administration, and remuneration, but these have all been 
thought out, and advice is available to any Branch or 
Division which is sufficiently interested to tackle the 
problem with a view to consultation with the M.O.H. 


1 See Supplement, British Medical Journal, June 8th, 1935, p. 251. 
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and, if necessary, with the local authority. Suffice it to 
say that although there are difficulties these are not 
insurmountable, as is evidenced by the fact that the open 
choice system, as envisaged by the B.M.A., is in operation 
in several areas in the country, and is in contemplation 
in others. Given good will and co-operation between the 
local authority and the medical profession, there is no 
reason why the scheme should not succeed. A medical 
advisory committee of the Division or Branch, with 
which the M.O.H. can consult, is an essential part of the 
scheme. 
Ante-natal Care 

I propose now to deal with another aspect of medical 
work which is the concern of the local authority—namely, 
the provision for the welfare of expectant mothers. 
Local authorities were empowered by the Maternity and 
Child Welfare Act, 1918, to make such provision, and in 
most areas this service has been provided through clinics 
established in connexion with the authority’s maternity 
and child welfare scheme. There is, however, a very 
serious disadvantage in the majority of the schemes— 
namely, that the doctor who examines and advises the 
pregnant woman at the clinic is not the doctor who will 
deliver her at her confinement and who will be called 
in by the midwife in case of emergency. In addition to 
this drawback the system embraces only a limited class 
of those for whom it is designed, owing to the reluctance 
of many women to attend a clinic, or because distance 
in rural areas acts as a deterrent. The result is that the 
general practitioner is often called upon to attend patients 
ot whose previous medical history he is entirely ignorant, 
and has to deal with conditions concerning which fore- 
knowledge would have been extremely useful. It was 
hoped that the maternal mortality rate would be favour- 
ably affected as a result of work undertaken at ante- 
natal clinics, but no such thing has happened. This does 
not mean, however, that ante-natal examinations are 
unnecessary, but it may reasonably be claimed that the 
existing machinery for providing such services is not the 
most effective that could be devised. Is it not advisable 
to ensure that the ante-natal, natal, and post-natal care 
shall be the responsibility of one and the same person? 
If this is admitted, then there are two ways of achieving 
this object: first, by the employment of practitioners for 
this branch of medical practice alone, in which case 
midwifery will cease to be done by the general practi- 
tioner ; or, secondly, by utilizing the services of the 
general practitioner in every locality. The latter method 


-is that which is advocated in the Association’s Memoran- 


dum Outlining a National Maternity Service for England 


‘and Wales, wherein it is suggested that for every pregnant 


woman there should be provided the services of a mid- 
wife and a doctor, the latter taking the ante-natal, natal, 
and post-natal responsibility. It is not possible here to 
enter into details of such a scheme: suffice it to say that 
under existing statutes local authorities have power to 
introduce a general practitioner service of this nature, 
any additional cost being met from the general Exchequer 
grant under the Local Government Act, 1929. There is 
no routine medical work now carried on at the clinics 
which could not be done equally well by the G.P. at 
his surgery or at the patient’s own home. 

It is not suggested that the clinics should be discon- 
tinued, for the facilities available there in the person of 
the nurse and health visitor would be at the disposal 
of the general practitioner, thus providing for the neces- 
sary ‘‘ follow up ’’ of the case and subsequent supervision. 

Questions of remuneration, relative position of doctor 
and midwife, the necessary recording and the method of 
dealing with disciplinary cases, are all matters which can 
be satisfactorily settled between the local authority and 
the profession through the B.M.A. machinery. Indeed, 


in several areas schemes on the lines indicated have 
-already been adopted. 


_ The School Medical Service 
Turning to the school medical service I would again 
‘advance the plea that it would be advantageous to 
the community if the services of the G.P. were more 
generally utilized. 


The medical treatment of school children is a great 
national undertaking, but its ultimate success must 
depend upon the number of persons who are interested. 
It is far better for as many as possible of the medical 
profession to have personal contact with the work rather 
than that familiarity with it should be confined to a 
small class of public health officials. It is recognized by 
the profession that the local authority has had placed 
upon it the responsibility for seeing that treatment is 
secured ; but as medical practitioners who are engaged 
in private practice enjoy the benefit of a wider experi- 
ence of the treatment of disease in general than those 
whose work is confined to the treatment of school 
children, this treatment could be obtained by employing 
the services of the general practitioners in the area. 

In order that the local authority may be satisfied that 
treatment is being obtained the follow-up by the S.M.O. 
1s necessary, and to this course there can be no objection, 
for a system of following-up affords the opportunity 
for consultation should such be deemed advisable or 
desirable. 

If, on the other hand, the local authority is uncon- 
vinced of the desirability of the employment of general 
practitioners on a part-time basis in the treatment of 
school children, and employs whole-time medical officers 
for this purpose, there is no reason why the parents or 
guardians of all children requiring treatment should not 
be informed that it is their duty to have the child 
treated by a doctor of their own choosing. Inability 
because of lack of financial resources, if substantiated, 
would be a sufficient reason for allowing the child to be 
treated at the school clinic. The Association’s sugges- 
tion that the dependants should be included within the 
scope of the N.H.I. Acts, if carried out, would provide 
the parents or guardians with the services of a family 
doctor, and the plea that the parent or guardian could 
not afford the services of a private medical attendant 
would no longer be valid ; but until such time as the 
N.H.I. Acts are extended in the manner suggested there 
is no reason why parents should not be urged to employ 
the private, the club, or the public medical service doctor 
in the treatment of the school child. 

While on the subject of the school child I should like 
to add a further word. Much still needs to be done to 
instil into the mind of the school child a proper con- 
ception of what constitutes a healthy body and a healthy 
mind, and in this work the G.P., with some practical 
and intimate knowledge of the child’s home and environ- 
ment, can play his part. Medical inspection and treat- 
ment of school children is but a small part of what is 
required in ministering to the physical and mental de- 
velopment of the young. Our school medical service 
should be developed into a school health service, so that 
the minds of the fit as well as of the unfit may be 
catered for. Most attention has up to now been paid to 
the discovery of the defects of the child and to the 
necessary remedial measures. There is a great deal yet 
to be done in disseminating knowledge of how the mind 
and body function, and in the instruction of the fit as well 
as of the unfit in the principles of health and hygiene, 
so as to develop in the young the desire for physical 
wellbeing in its broadest sense. The more the G.P. is 
associated with this branch of preventive medicine the 
better for the community. 


Public Medical Services 


Having dealt very briefly with some aspects of 
three of the main health activities of local authorities— 
namely, public assistance medical service, the ante-natal 
service, and the school medical service—I propose now 
to turn to the question of the provision of domiciliary 
medical attention for that section of the community for 
whom no State provision is made. 

The extension of the N.H.I. system to the dependants 
of the insured would solve many of the problems with © 
which we are at present confronted, but until that 
happens the efforts of the profession should be directed 
to the promotion of schemes whereby the wives and 


| families of insured persons can obtain adequate medical 
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attention in accordance with their ability to pay. A 
wage of even £250 a year does not allow of any sudden 
or substantial call being met for medical services, if 
upon that sum a wage-earner has to maintain a wife and 
family, but it would allow of a weekly contribution 
being made which would entitle the wife and family to 
a range of medical service similar to that to which the 
insured member of the family is already entitled. 

Had not some such system been in force in the many 
colliery and public works areas in the country, it is 
difficult to imagine how either the families of the workers 
or the doctors themselves would have fared. The Poor 
Law or the public assistance authority would have had 
greatly increased responsibility. 

Compulsory contributory insurance is manifestly the 
ideal method of providing medical attendance for those 
who, by reason of the smallness of their income, find it 
difficult or are actually unable to pay their doctor’s 
bills ; but as there is small likelihood of any extension 
of health insurance at this juncture, it behoves the pro- 
fession to consider if some voluntary contributory system 
cannot be devised to meet the needs of that section of 
the community to which I have alluded. If weekly con- 
tributions in respect of medical attendance are to be 
obtained, deduction at’ the pay table from the weekly 
wages is the ideal method, but this is not always as 
feasible as it is in many colliery areas throughout the 
country. Fortunately, there is another method which 
has been tried—and tried with conspicuous success—in 
some areas. 
establishment of a public medical service under the 
control of the medical profession. I am not arguing that 
a public medical service is feasible or even desirable in 
every area, but I do suggest that the profession in each 
area should consider the advisability of its adoption. 

The Association has prepared a model which can be 
adapted to meet local circumstances. I cannot now enter 
into the details of such a proposal, but when I say that 
apart altogether from colliery and public works clubs 
there are in existence already fifty public medical service 
schemes, it will be appreciated that the suggestion that 
each area should consider the proposition has not fallen 
on stony ground. A public medical service affords the 
poorer section of the community an opportunity to make 
provision beforehand by contributing a weekly, a fort- 
nightly, or a monthly sum which will ensure medical 
attention for dependants when the need arises. 

It is the duty of the profession not only to ensure that 
all the benefits which medical science has made possible 
are available, but that they are brought within the reach 
of all classes of the community. A public medical ser- 
vice is one way of assisting in the achievement of this 
object. 


Consultant and Specialist Services 


The problems with which I have dealt have concerned, 
in the main, the general practitioner ; IT wish now to say 
a word about consultant and specialist services. Apart 
from those specialist services which the local authority 
provides in connexion with its maternity clinics, its 
school medical service clinics and the like, the great bulk 
of consultant and specialist advice for the poorer section 
of the community is obtained at our hospitals, and chiefly 
at the out-patient departments of our voluntary hospitals. 

If a patient is unable to pay the recognized consulting 
fee of the locality he is usually referred to the nearest 
voluntary hospital. Although it is appreciated that con- 
sultants and specialists are willing to reduce their fees, 
even to charge nothing at all, if so requested by the 
patient’s medical attendant, the choice before the patient 
lies normally between paying the recognized fee or 
accepting charity at the hands of the consultant or 
specialist at the out-patient department. 

Believing that some opportunity should be afforded 
those with limited means, the limitation being guaranteed 
by membership of some organization, the Association a 
few months ago suggested a scheme whereby such 
examination and advice as could be given at a single 
consultation might be made available by arrangement 
with the general practitioner in charge of the case at a 


I refer to the method made possible by the 


fee of one guinea. A scheme of this kind is now in 
operation in the metropolitan area, and appears to find 
favour with G.P., consultant, and patient alike ; but so 
far it is confined to London. When the proposition was 
put before the consultant profession in the provinces 
although there was a majority in favour, the minority 
was large enough to convince the Council that it would 
be inadvisable, at this juncture, to institute such a 
scheme generally. It may be that at a later date a 
proposition, differing in some respects from the one 
originally put forward, may be devised, for it seems 
desirable that there should be some arrangement whereby 
persons of limited means who do not wish to accept 
charity and who are unable to pay the prevailing con- 
sultation fee should have an opportunity of availing 
themselves of consultant and specialist services at a fee 
commensurate with their means. 

There is ample evidence of the need for some such 
provision in the attempts which are being made by 
several organizations to induce selected consultants and 
specialists to agree to give their services at modified fees, 
The Association, through the Representative Body, has 
expressed its opposition to lists limited and selected by 
lay organizations, as it believes that limitation and 


selection should be in the hands of a_ professional: 
body, and that everyone who considers he has the train- 


ing and qualification which the profession generally 
regards as essential should be entitled to submit his name 
for consideration by that body. Notwithstanding this, 
however, individual consultants are signifying their 
willingness to give their services at the modified fees 
when approached by the organizations I have mentioned 
—another example of the inconsistency of the profession. 
In its General Medical Service Scheme the Association 
has advocated the extension of the N.H.I. Acts to include 
consultant and specialist services, and the profession 
should take every step in its power to persuade th 
Government to promote legislation to this end. 

I sometimes wonder if the consultant and_ specialist 
member of the profession realizes the changes going on 
around him ; changes that may materially alter the con- 
ditions under which he works at present. The Local 
Government Act of 1929, one of the most revolutionary 
enactments of the last fifty years affecting public health, 
especially as regards the powers conferred upon county 
councils and county borough councils in connexion with 
the development of their municipal hospitals, has brought 
about a state of affairs the consequence of which it is 
at present impossible to gauge. These authorities, con- 
scicus now of their obligations to the public, and 
recognizing the insistence of the public demand for 
hospital facilities, will be able to provide modernized 
hospitals unhampered by the need to rely upon charitable 
amounts for their maintenance. Thus we have the pos- 
sibility, nay the probability, of local authority hospitals 
of the most modern type, to whose general er private 
wards the ratepayers of all classes have a_ right of 
admission. It takes very little imagination to appreciate 
how materially the work of the consultant and specialist 
may be affected, to the community’s detriment as well 
as to his own, unless the work undertaken by the 
municipal hospitals is most carefully defined and _ the 


nature of the staffing of those institutions most carefully _ 


considered. 
The Hospital Problem 


The problem is difficult and complex: difficult because 
of the many conflicting interests, and compiex because 
of the different agencies which are now dealing in general 
with the same clientele. We are so accustomed to sing 
the praises of our voluntary hospital system that we are 
apt to be intolerant of any criticism and to look askance 
at any suggestion for alteration or improvement. I yield 
to no one in my admiration for what the voluntary 
system has achieved in the past, but I have no hesitation 
in stating that our voluntary hospitals as they exist to- 
day are hampered by their historic development. Origin- 
ally these institutions existed for the sick poor, whereas 
now they are looked upon as institutions for the treatment 
of disease, and they cater for four-fifths of the population. 
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The rapid progress of scientific medicine in the last fifty 
years or so and the continually increasing cost of medical 
diagnosis and treatment has tended to destroy the 
voluntary principle as it was originally understood. The 
voluntary hospital is now no longer a hostel for the sick ; 
it is a laboratory for scientific work. Instead of the chief 
claim for admission being poverty it is now the gravity 
of the illness or the danger and extent of the injury. 

The advancement of medical knowledge and _ the 
prosecution of research ought to be one of the prime 
considerations in the minds of those who govern our 
voluntary hospitals, yet how often are these subordinated 
to the desire to treat as many patients as possible so as 
to make a public appeal for contributions. The clerical 
assistance which is so necessary for adequate record- 
keeping and for a follow-up system cannot be forthcoming 
so long as there are insufficient funds in the hospital 
coffers. 

The public is demanding more and more _ hospital 
service because of the excessive cost of obtaining efficient 
diagnosis and adequate treatment elsewhere. 

Should not our hospitals be open to every section of 
the community irrespective of social or financial status? 
Unless this is admitted, a system will be perpetuated by 
which a person unable to pay at all is to have a better 
service than one who is willing to pay according to his 
means. Our municipal hospitals are for the community 
as a whole ; should not the same apply to the voluntary 
hospitals? Hospitals are a national necessity, and should 
be put upon an economic basis. te 

The main principles of voluntaryism as we understood 
them thirty or forty years ago are not observed to-day in 
a single hospital of first-class standing in this country. 
All but the very poor are now asked to pay, payment 
being made at the time the services are rendered or 
through some contributory method, and it is largely 
through the latter system that our hospitals have been 
able to carry on. Their continued existence depends 
to a very appreciable extent upon the amount which is 
received from this source. It must, however, be recog- 
nized that the increased demand for hospital services 
and the extension of the field of hospital services 
diminishes the field of private practice, especially of the 
consultant and specialist type, and therefore the con- 
ditions under which the medical staffs of our voluntary 
hospitals should agree to give their services require 
serious consideration. 

I maintain that the present system is bad for the 
public, because the demand that the medical staffs of 
our voluntary hospitals should perform the essential work 
of the hospitals for no payment militates against the 
prospects of a truly efficient hospital service by limiting 
the choice of the best men for this very important 
branch of medical practice, and because in some areas 
it makes it impossible for medical men to set up in 
practice as consultants and specialists in _ sufficient 
numbers to serve the needs of the community. 

At present there are many areas in which the needs of 
the community are being catered for as best they can 
be by medical men who are busily engaged in general 
practice. If there is anything in the cqntention that the 
services of medical men who devote their whole time to 
the study of a particular specialty are to the advantage 
of the public, then it is equally sound to contend that 
in such areas as I have mentioned the public is not so 
well served as it is in areas where there is adequate con- 
sultant and specialist advice available from amongst 
those who are devoting themselves exclusively to this 
branch of medical work. Financial recognition for 
services rendered by the medicai staffs in our voluntary 
hospitals to those patients who are able to pay, in part 
or in whole, for hospital benefit, would go a long way 
to solve the problem, because it would enable consul- 
tants and specialists devoting their whole time to this 
branch of medical work to settle in those areas where at 
present there are insufficient prospects of an adequate 
livelihood owing to the fact that the bulk of the 
population is of the wage-earning class. 


The growth of the contributory scheme movement 


throughout the country has resulted in a large number 


of persons being treated at voluntary hospitals who 
formerly made some attempt to obtain the necessary 
medical service—especially consultative—from the con- 
sultant or specialist privately. There are contributory 
schemes without any income limit, and in those with an 
income limit there is no guarantee that it will not be 
raised. Should the Government at any time decide to 
raise the income limit for unemployment and _ health 
insurance from £250 to, say, £350 per annum so as to 
bring in the black-coated worker, might not the present 
income limit for contributory schemes be raised in like 
manner? 

There are three classes of hospital patient: the free, 
the contributing, and the private ; and it must not be 
forgotten that 80 per cent. of the population come 
within the contributing class. Admirable as the volun- 
tary system has been, it has failed to supply adequately 
the needs of the community. More hospital beds are 
required, and it was to meet such need that extended 
powers were given to local authorities under the Local 
Government Act, 1929. More beds and extended services 
mean in turn increased medical staff, and, with a 
diminution in the field of consultative and _ specialist 
medical work outside the hospital, the boards of manage- 
ment of our voluntary hospitals will have to realize that 
payment for the services of the medical staff is advisable 
and inevitable. It is in the public interest that there 
should always be available sufficient hospital personnel 
to subserve the needs of the community for domiciliary 
attendance, consultant and other, outside the  hos- 
pital, and this will not be ensured without reasonable 
remuneration for hospital work. 

The visiting and consultant staff, as well as the resi- 
dent medical staff, are paid for services rendered in the 
municipal hospitals, and the patients in these hospitals 
are drawn from the same classes of the community as are 
those’ of the voluntary hospitals. 

Given an enlightened management and an efficient 
and adequate staff, with the public purse to draw upon, 
we shall have first-class municipal institutions com- 
parable with the best voluntary hospital. The poor 
treated in a municipal hospital will be a charge on the 
rates just as the poor in the voluntary hospital will be 
a charge on the endowments and charitable contributions. 
Those able to pay in part or in whole in the municipal 
hospital will be made to pay, for the duty is laid upon 
the authority to recover (except in Scotland, where the 
authority may recover) ; whilst in the voluntary hospital 
the payment will be exacted in the form of ad hoc pay- 
ments and through some contributory scheme. Given 
two types of institution with comparable accommodation 
and equipment, and with the persons treated drawn from 
the same class of the community, is it reasonable to 
assume that in the one there should be an unpaid visiting 
staff whilst in the other there should be a paid one? 
It will be easier for the two classes of hospital to co- 
ordinate their work if the terms and conditions of 
employment of the medical staffs correspond. 

In a survey such as this it is impossible to deal with 
the many aspects of the hospital problem, such as the 
contributory scheme movement, the out-patient question, 
or pay-bed provision—all vitally important to the pro- 
fession—but there is one other matter to which I must 
refer before I leave the hospital problem, and it concerns 
the general practitioner. I contend that the general 
practitioner service in this country will fall below the 
level which it should occupy if, in our scheme of things, 
some opportunity is not given to the general practitioner 
to participate in or to be associated with the hospital 
services of the country. I do not mean by this that I 
expect every general practitioner to become an operating 
surgeon or to act in some other specialist capacity, but 
I do submit that it should be made possible for him to 
treat in some institution those of his patients who require 
institutional accommodation, and treatment for conditions 
which would ordinarily be considered as coming within 
the competence of a general practitioner. Some indica- 
tion of how this may be achieved is given in the Associa- 
tion’s Hospital Policy and in its General Medical Service 
for the Natior 
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Concluding Generalizations 
I have attempted to give a brief survey of the more 
important problems which confront the profession, to 
indicate some of the difficulties which have to be sur- 
mounted, and I have suggested a variety of ways in 


which the profession might assist in the betterment of - 


our health services. 

I believe that some form of compulsory insurance is 
the best method by which to provide general and special 
medical services for the bulk of the nation, and this is 
what is advocated in our General Medical Service for 
the Nation. 

I appreciate full well that the suggestions I have made 
may not meet with the approval of all, but if I have 
aroused interest I shall be amply satisfied. Let us not 
forget the lessons of the past. It was through sheer 
inability on the part of the parents to pay for the 
requisite advice and treatment that private practice was 
powerless to discover the defects from which school 
children suffered, and failed to provide the necessary 
treatment of their minor ailments and other defects, 
and thus medical inspection and treatment of school 
children was promoted by the State. In the same way— 
again through inability to pay for the requisite service 


—the wage-earning section of the community did not 


avail itself of the services of the private practitioner, 
and so the State stepped into the breach and instituted 
the national health insurance system. Other instances 
could be given, but the two I have cited will suffice. 


I am not inferring that the efforts made by the State 


or by local authorities are ideal for ensuring prevention 
and cure, but it must be recognized that they have 
provided something which, from one cause or another, 
was unobtainable before. Independent private practice 
to-day is not being used to supply the needs of those 
poorer sections of the community unprovided for by the 
State or a local authority, and that is one of the reasons 
why the British Medical Association has advocated the 
extension of the national health insurance system to 
the dependants of insured persons and others of like 
economic status. 

Do not misunderstand me: I am not denouncing 
private practice ; on the contrary, I wish to see its 
essential element preserved by allowing free choice to 
patient and to doctor, and the most likely way to pre- 
serve this is to develop the medical~ services of the 
country in the manner suggested in the Association’s 
General Medical Service Scheme and in the evidence 
given by the Scottish Committee to the Departmental 
Committee in Edinburgh. 

The profession, when it was engaged in the “ battle 
of the clubs,’’ based its objection to the system, not on 
the method of combining together in order to obtain 
certain benefits, but on conditions and terms upon which 
the doctors were asked to render service. The profession 
has always been ready to give services upon a contract 
or insurance basis when the terms and conditions were 
regarded as commensurate with the service which had 
to be rendered. 

There are practitioners who look at proposals such as 
these with which I have now dealt from the narrow, 
selfish aspect of ‘‘ How will they affect my practice? "’ 
—instead of taking the longer, broader, and more states- 
manlike view of, ‘‘ How will they benefit the com- 
munity? ’’ Unless the proposals we advance are con- 
ceived in the interests of the community, they are doomed 
to failure. 

May I finish by urging each medical practitioner, no 
matter in what form of practice he may be engaged, 
to take an interest in the development of the medical 
services of the country. The ultimate aim of the State, 
of the local authority, and of the medical profession 
should be to improve individual and public health so 
that social efficiency may be increased, and prospects, 
both material and economic, improved. If we can bring 
a good medical service, in both its preventive and its 
curative aspects, within the reach of all those who are 
unable to provide it for themselves, we shall have done 


much to improve the vitality of the individual, the | 


family, and the community. 


METROPOLITAN COUNTIES BRANCH 


ANNUAL GENERAL MEETING 


The eighty-third annual general meeting of the Metro- 
politan Counties Branch was held at the British Medical 
Association House, Tavistock Square, on June 2ist. The 
retiring president, Mr. E. W. G. Masterman, was in the 
chair during the earlier part of the proceedings. 


Report oF Hospirats COMMITTEE 


In presenting the annual report of the Branch Council, 
Mr. MasTerman drew attention to the report drawn up by 
the Hospitals Committee of the Branch on the hospital 
problem in the metropolitan area. The committee consisted 
of elected members from the Branch and of representatives 
appointed by the medical committees of the London teaching 
hospitals. The report dealt usefully with the subject 
of co-operation between voluntary and municipal hospitals ; 
it recognized the necessity for close contact between the 
hospital and the general practitioner who desired admission 
for a patient ; it reviewed the machinery under which in- 
formation should be furnished to such practitioner as to the 
treatment given; and with regard to out-patients it sug- 
gested that those who attended the department for advice 
and treatment for minor ailments should not be retained by 
the hospital, but be referred back to their own doctors as 
soon as possible. 

Dr. ALFRED Cox hoped the Hospitals Committee did not 
regard its work as done; it was only begun. Since he had 
been secretary of the London Public Medical Service he had 
had brought home to him the resentment which many prac- 
titioners felt against the hospitals. In one district a 
practitioner had asked him what was the use of organizing 
a public medical service when, within a ten minutes’ journey, 
there were a dozen hospitals, any one of which would take 
with open arms any out-patient he liked to send. The 
result was the melting away of family practice, except for 
the national health insurance service. In many hospitals 
the delusion obtained that a large number of out-patients was 
a good point for propaganda. It was for the consulting 
members of the Branch to make a stand against this abuse 
of the out-patient department. He hoped that the com- 
mittee, which had begun so excellently, would go on with its 
work and do something to remove the cause for these feelings 
of resentment which, unhappily, many members of the pro- 
fession in London bore towards the hospitals in which they 
had been trained. 

Mr. MasTerRMAN said that Dr. Cox had expressed what 
was the policy of the Branch Council and of the Hospitals 
Committee both of the Branch and of the Central Council. 
On the Committee itself there were representatives of all the 
London teaching hospitals. There was no idea of winding 
up the labours of the committee ; it’ had still to consider, 
for example, the important subject of midwifery work in the 
Branch area. 

The reports of the Branch Council and the financial state- 
ment and the report of the representatives of the Branch 
on the Central Council were adopted. 

The CHAIRMAN then presented the prizes for essays by 
fourth and subsequent years medical students to such of the 
prizewinners as were present. 

It was reported that- the officers of the Branch for 1935-6 
had been elected as follows: President, Dr. William Griffith ; 
President-elect, Dr. P. B. Spurgin; Past-President, Mr. 
E. W. G. Masterman ; Vice-Presidents, Dr. F. Temple Grey, 
Sir William Hamer, Dr. Redmond J. Roche, and Sir William 
I. de Courcy Wheeler ; Hon. Treasurer, Dr. F. W. Good- 
body ; Hon: Secretaries, Dr. C. J. B. Buchan and Dr. A. 
Keith Gibson. Dr. William Griffith was then inducted into 
the Chair, and proceeded to deliver his address. 


THE CHANGING CONDITIONS OF MEDICAL PRACTICE 


Dr. GrirFiTH began by a recital of some of the changes he 
had witnessed in the profession during his many years of 
Association membership. The motor car displaced the 
brougham, the silk hat and frock coat disappeared, 
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confinements had become fewer, the night bell rang less 
frequently, the midwifery bag had changed in size and shape. 
the hypodermic syringe was ousting the familiar mixtures of 
the ,past, the stethoscope was even threatened, though for- 
tunately the clinical thermometer held its own, and know- 
ledge, experience, judgement, and tact were as necessary as 
ever. 


Some Achievements of the B.M.A. 


Questions which largely occupied the Association during his 
own early membership were the rank and status of medical 
officers in the Services, and, in civil practice, the abuses of 
club and contract arrangements. The Association succeeded, 
after much effort, in securing rank and status for Service 
officers, but conditions had not been entirely satisfactory, and 
only lately, thanks to the Naval and Military Committee and 
its chairman, Dr. Goodbody, some valuable improvements in 
the conditions of service of officers of the R.A.M.C. had been 
obtained.' As for the ‘‘ battle of the clubs,’’ that long- 
drawn-out controversy was ended by the adoption of the 
present constitution of the Association, which brought about 
unity among the members of the profession, and by the 
passing of the National Health Insurance Act. The adoption 
of the constitution came about just in time to face the advent 
of national health insurance. The constitution was now well 
established, an unqualified success, and of the greatest benefit 
to the profession. The Association had become a_ well- 
organized and powerful body, fully representative of the 
profession, and qualified to speak in its name when any 
changes affecting the public health and professional interests 
were contemplated by Parliament or other authorities. He 
instanced its successful intervention in the recent House 
of Lords inquiry into the claims of osteopathy. He con- 
sidered that the introduction of the Osteopathy Bill was an 
insult to the intelligence of Parliament, a, serious reflection 
on the mentality of some of our hereditary peers. ‘‘ It once 
more made them the laughing-stock of the scientific world, 
and it is another nail in the coffin of the hereditary element 
in our legislature.’’ 

Dr. Griffith went on to remind the meeting of the half- 
forgotten events of the inception of national health insurance. 
The Royal Commission of 1910 had recommended a _ better 
provision of medical attendance for the working classes, and 
the Bill brought forward by the then Chancellor of the 
Exchequer was the outcome. Had it been passed in its 
original form it would have been disastrous for the public 
and for the profession. The trade unions and friendly societies 
had been consulted, but not the doctors, and the Bill pro- 
posed that the control of the profession should be by the 
friendly societies, without free choice of doctor, without 
income limit, without medical representation on the various 
committees, and with a 6s. capitation fee, to include medicines. 
In the conflict that ensued the British Medical Association 
formulated its ‘‘ six cardinal points,’’ with the result that 
the yoke of the friendly societies was not fastened on the 
profession, and free choice of doctor, adequate medical repre- 
sentation, a capitation fee of 9s.—without medicines—and 
other necessary amendments were secured, 


Responsibilities of the Branches 


The tendency seemed to be for the State to assume more 
and more responsibility for the medical care of the public, 
a tribute to the value of medicine to the community, but 
resulting in the continuous contraction of the scope of in- 
dividual domiciliary practice. The problem before the pro- 
fession was to adapt itself to these changes and to safeguard 
the interests of the profession and the public health. The 
Metropolitan Counties Branch had a special responsibility in 
these matters. It was the largest branch of the Association ; 
its members served an immense population, and safeguarded 
the health of the metropolis, and in its area were a dozen 
famous medical schools and large hospitals, voluntary and 
municipal. The Branch Council was a freely elected and 
representative body, and consisted of about an equal number 
of general practitioners and of those practising as consultants 
and specialists, medical officers of health, school and hospital 
medical officers, and others engaged in special fields. It had 


supplied the Association with some of its most important 
honorary officers, including the Chairman of the Representative 
Body, the Treasurer, and the late Chairman of Council. 
Many important matters would come up for discussion at 
Divisional meetings during the year. These would include 
the various aspects of the hospital question, the regulation 
of out-patients, the relationship of voluntary and municipal 
hospitals, and the question of pay-wards and pay-beds for the 
use of private practitioners ; also the question of the public 
assistance medical service, especially the policy of securing 
for the indigent poor free choice of doctor, and the tendency 
of municipalities to use their whole-time officers as domiciliary 
consultants. Other important matters would be the develop- 
ment of public medical services organized by the profession 
and approved by the Association, to be linked up, in due 
course, with district hospitals ; the medification of the medical 
curriculum ; and the extension of national health insurance. 


A Plea for Decentralization of Hospital Facilities 


The various aspects of the hospital question were of special 
urgency and importance. Here he referred again to the Hos- 
pitals Committee of the Branch, which had figured in the 
earlier discussion at the meeting. The present tendency 
seemed to be for the hospitals and other clinics and institu- 
tions to take upon their shoulders more and more of the 
ordinary duties of medical treatment, and for the public to 
join organizations which provided payment on some provident 
or insurance principle for their illnesses. It was important 
in this connexion that the interests of the patients should 
not be prejudiced by removal from the care of their natural 
advisers, the family doctors. This state of affairs would 
have to be met by placing more hospitals and laboratory 
facilities at the disposal of the family practitioner and by 
providing more district hospitals and beds for his use, with 
arrangements for his proper remuneration. It followed that 
there would have to be a further development of team work, 
with decentralization of hospital facilities, and specialization 
among the main body of practitioners. This again raised the 
question of medical education. Speaking as one who had 
spent many years in training post-graduates in the special 
field of medicine in which he practised, Dr. Griffith gave it as 
his view that a clever and intelligent student who had had 
a good schooling and some six years’ intensive training in 
a medical school was well prepared for specializing in any 
branch of medicine. About a year’s post-graduate training— 
and there would be more facilities for this in the future—would 
generally suffice for mastering the technicalities of any branch 
in which it was decided to specialize. The provision of 
adequate teams for district hospitals should not, therefore, 
present much difficulty. London had grown too large for 
hospitals clustered in its centre to be able to supply its 
medical needs, and there was a public and professional demand 
for more decentralization, and for the provision of pay-wards 
and pay-beds for those classes of the population able and 
willing to pay for their medical treatment in hospitals by 
the doctors whom they knew and trusted. 


Two Alternatives for the Future 


Dr. Griffith said in conclusion that changes to meet changing 
public demands were inevitable, and there were indications 
that an alteration in the political complexion of the Govern- 
ment might accelerate those changes. The alternatives seemed 
to be a satisfactory service organized by the profession itseli 
or a complete public medical service, possibly to include all 
classes, organized by the State. It would be specially im- 
portant this year for members of the Association to attend 
the meetings of their Divisions to discuss these matters, and 
to instruct their representatives. 

Dr. L. G. GLovER proposed a vote of thanks to the 
President for his address, which was heartily accorded. A 
vote of thanks to the Past-President, Mr. Masterman, and 
the retiring members of Council was carried on the motion 
of Dr. ALFRED Cox, seconded by Dr. D. A. Corres. The 
proposer said that he, more than anyone present, had occasion 
to be grateful to the honorary officers of the Branches and 
Divisions, and he thought the general body of members had 


See Supplementary Report of Council, Supplement, June 22nd, 
p. 275. 


good reason to be appreciative of their services. 
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THE SOUTHERN BRANCH 


PRESIDENTIAL ADDRESS 


At the annual meeting of the Southern Branch, which was 
held in Jersey on May 25th, the president, Lieut.-Colonel 
P. JANVRIN MareEtTT, medical officer of health and bacterio- 
logist to the States of Jersey, delivered an address on 
practical public health, with special reference to local 
conditions. 

Colonel Marett opened with the suggestion that an island 
of the size of Jersey, with a population of 50,000, was a 
suitable unit for a public health scheme, and that if such 
units could be artificially created in England the working 
of them would be found relatively easy. In such working 
the general public, the medical profession as a whole, and 
the public health service must be jointly associated, and 
the instituting of State medical service would facilitate 
their collaboration. It. would also confer greater power 
upon the medical profession, which had in the past suffered 
from being fettered by laws which had been imposed by 
legislators outside its membership. In Jersey such a 
document as the infectious diseases notification form was 
more than human, it was humane. Thus, in dealing with 
a case of diphtheria, there was such speeding up that 
within two hours of the patient being first seen he would 
be in hospital and have had an efficient dose of antitoxin, 
the family doctor having notified the relatives of the diag- 
nosis and of the arrangements for removing the patient. 
If the case could not be diagnosed definitely on direct 
examination of the swab, but was clinically one of diph- 
theria, two courses were open, but in either case the first 
step was to supply to the medical attendant sufficient anti- 
toxin for immediate treatment. If there was overcrowding 
in the home the patient was admitted to the observation 
ward of the isolation hospital, and the amount of antitoxin 
already given was reported. In the absence of overcrowd- 
ing in the home the patient was isolated there, antitoxin 
was given, and the result of culture of the swab was 
reported to the medical attendant next morning. If the 
result was positive immediate transfer of the patient to 
hospital could be effected ; cases of the gravis type im- 
ported from the mainland were as expeditiously dealt 
with as was the local levis type. At first there had been 
some difficulty in securing the co-operation of the public 
in respect of such transference to hospital, but this had 
now been overcome, thanks to the popularity which this 
institution had won. Similarly the early opposition to 
the search for possible contact carriers had been removed 
by tact and personal explanations, and now, if by mis- 
chance a contact had been overlooked, he would come to 
the laboratory for examination of his own initiative. 
Colonel Marett had found from experience that the site of 
carriage was the nose ; during a period of freedom from 
colds the carrier stage was quiescent, but, with the onset 
of coryza, diphtheria organisms increased and gave rise to 
an irritating discharge. This probably accounted for 
‘* desk infection ’’ in schools ; the irritation caused nose- 
picking, and the dried infective secretion deposited on the 
desk would be accidentally picked up by the next 
occupant, unless special steps were taken to have the 
desks and benches scrubbed with disinfectant, in addition 
to the ordinary treatment of classrooms. 

Bovine tuberculosis was shown to be absent from Jersey 
cattle by the fact that they gave no reaction to the 
tuberculin test ; that examination at abattoirs had proved 
negative ; and that tuberculous enteritis and adenitis was 
not encountered in children. In the case of human tuber- 
culosis it was soon apparent that the sputa frequently 
contained no tubercle bacilli ; such cases had been usually 
classified as dry or wet bronchiectasis, and in Jersey were 
termed ‘‘ bronchomoniliasis.’”’ The clinical history was 
often traceable from an attack of measles, whooping- 
cough, or bronchopneumonia, and the Monilia organisms 
characteristic of thrush were recoverable by cultivation 
on Sabouraud’s medium. Three groups of cases were 
distinguishable: (1) those with tubercle bacilli present, 
either as a single infection (non-pyogenic) or accompanied 
by other organisms (pyogenic) ; (2) those in which tubercle 
bacilli were absent, but there were present monilias, 


-was now a clinic camp, where the necessar 


actinomyces, or other fungi; and (3) cases free from 
tubercle bacilli or other fungi, but in which pathogenic 
bacteria were present. It had long been realized that 
it was the septic condition which killed in pulmonary 
tuberculosis, and had therefore to be combated ; this 
disease was now becoming a surgical rather than a medical 
condition, such operations as pneumothorax and broncho- 
scopic procedures being utilized to establish drainage. 
Colonel Marett believed that monilia infection was a pre- 
cursor of tuberculosis, and when it was detected in 
children treatment with an alkaline solution of potassium 
iodide was used to terminate it, thus providing medical 
drainage and preventing the gross changes in the respira- 
tory passages, which were later recognized as fibrosis or 
bronchiectasis, and indicated irreparable damage. Monilias 
were also associated with spasmodic bronchial asthma, but 
tuberculosis rarely ensued, because there was an associated 
acidity in this condition which was inimical to the growth 
of the tubercle bacillus. Thanks to his knowledge that 
there was a wastage of iodine in its extraction from 
Chilean nitrates, Colonel Marett had been able to get the 
price of iodides reduced from 27s. 6d. to about 7s. 6d. 
a pound, with great benefit to the community as well as 
to the vendors. In 1930 a voluntary association for 
treating lung conditions had been brought into being, 
now known as the Jersey Clinic. This association looked 
after all patients who were unable to afford treatment, the 
patients being sent by their own family practitioners. 
Clinics were held on three days in the week, and there 
adjuvants of 
rest, fresh air, and wholesome food could be provided. 
Other patients remained under the care of their family 
doctors, vaccine therapy being given free of charge when 
required. Out of 612 persons whose sputa were examined 
in 1934 tubercle, bacilli were found in 107 ; monilias were 
present in 310; and 195 were negative. Of the 417 
positive cases 319 were given treatment. Such practical 
public health work was carried out by team work, and 
was based on education rather than on legislation. 


THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Complaints made after the Death of a Patient 


In an Insurance Committee area where two cases resulting 
in the censure of the practitioner concerned were recently 
reported in these notes, two other cases appear on the 
committee’s agenda for the meeting held this week. In 
each case the question was raised by the widow of an 
insured person, alleging that the practitioner had failed 
to provide proper treatment for the deceased. Both cases 
were brought to a hearing by the Medical Service Sub- 
committee, and the practitioner was exonerated in each 
case. In order to anticipate any criticism to the effect 
that it is rather hard lines on the practitioner to be 
brought before a Medical Service Subcommittee to answer 
complaints of this kind, it may be stated that it has been 
ascertained that, while the subcommittee has the power 
to dismiss a complaint as frivolous and vexatious, it 
hesitates to dispose in this way of a case in which the 
complainant is the widow of a deceased insured person, 
and might be left with the feeling—to quote the words of 
a correspondent in a slightly different connexion—that she 
has not had a square deal. The cases (which just happen 
to come under notice this week) may be allowed to furnish 
their own commentary on the same correspondent’s. state- 
ment that Insurance Committees might be asked ‘‘ to be 
fair to the doctor and occasionally believe his statement 
and not necessarily always that of the insured person.”’ 

The following extracts from the two cases may suffice: 

1. We are of opinion that the practitioner exercised reason- 
able care in his conduct of the case. He made a proper exam- 
ination and visited the patient three times within thirty 
hours, and it was not until his third ‘visit that it was clear - 
that acute abdominal trouble had ensued. We have every 
sympathy with the complainant in the loss of her husband 
after so short an illness, but ~* cannot find that the practi- 


be 
> 
| 
Fe 
¢ 
; 
Tie 
> 
x 
: 


June 29, 1935] 


Insurance Medical Service Week by Week 


SUPPLEMENT to tue 
British MEDICAL JOURNAL 


309 


- tioner failed to give all proper and necessary medical services, 


having regard to the condition of the patient as he found it 
upon his various examinations of him. The treatment he 
ordered from time to time was proper, and we are of opinion 
that there was no breach on the part of the practitioner of 
the Terms of Service for Insurance Practitioners. 

2. It appeared to us that the complainant’s chief grievance 
was that, although the practitioner had indicated his intention 
of visiting the patient on February 14th, 1935, he did not 
actually call until February 15th. She, however, admitted 
that when she called upon the practitioner on February 13th 
she gave him the option of seeing the patient at his surgery 
or at the patient’s home, and it is therefore abundantly 


_ clear that she failed either to appreciate herself or to indicate 


to the practitioner that there was anything in the patient’s 
condition at that time which required an urgent visit. We 
accept the practitioner’s evidence that on February 15th the 
condition of the patient was not such as to suggest the 
necessity for a further home visit, and no application for such 
further visit was made. The services of a second doctor were 
requisitioned, in our view, quite unnecessarily, and we are of 
opinion that the expenses incurred as a result thereof were 
neither reasonably nor necessarily incurred. We are of opinion 
that there was no breach on the part of the practitioner to 
comply with the Terms of Service for Insurance Practitioners. 


An Insured Person as Private Patient 


Dr. Ralph Smith, in his letter of June 9th, rather mis- 
construes the purpose of these notes when he invites the 
writer to admonish Insurance Committees and suggests 
that information should be given as to the steps which 
Insurance Committees are taking to see that the insured 
persons are carrying out their obligations. The principal 
object of these notes is to give information from week 
to week as to what is happening in the Insurance Medical 
Service. It is hoped that as many correspondents as 
possible will contribute to the usefulness of this column 
as a means of conveying information by sending any 
particulars of cases of general interest which come under 
their notice, in whatever way the question has arisen. 

It would not be proper to comment on the particular 
case affecting himself to which Dr. Smith draws attention, 
but it may be stated quite explicitly that, if an insured 
person who lives outside the area within which a doctor 
has undertaken insurance practice requests that doctor to 
visit him as a private patient, there is nothing in the 
spirit or the letter of the regulations which prevents him 
from treating that person as a private patient (if he is 
prepared to do so) and receiving fees for his services. 


The Medical Care of an Aged Patient 


' As the report of a case in this column on June Ist has 
evoked a certain amount of comment, it may be as well 
to give the full report of the case, in order that the 
advice given to the Medical Service Subcommittee by its 
medical members may be read in its proper context. 
The report is as follows: 


We have considered this case, which relates to a question 
raised by the daughter of a deceased insured person with 
regard to the treatment provided by an insurance practitioner 
for the insured person concerned. The complainant, with 
her mother, the widow of the deceased insured person, and 
the practitioner, attended before us. Our consideration of the 
question commenced on March 21st, 1935, but as the widow 
was at that time ill, and also with a view to affording the 
practitioner an opportunity of securing the attendance of his 
locumtenent, we adjourned consideration until a further 
hearing on May 16th, 1935. 

The history of the case is as follows: The deceased insured 
_— who was a man 85 years of age, was treated at 

ome by the practitioner on September 24th, 1934, and subse- 
quently at the practitioner’s surgery on a number of occasions. 
On December 13th, 1934, he appeared to become very ill, and 
the practitioner, at the request of the relatives, visited him 
at home. Some discussion ensued between the practitioner 
and the widow of the insured person as to the desirability 
of his being removed to hospital, but no action in the matter 
was taken. The practitioner gave the widow to understand 
that her husband was very ill, but that he did not propose 
to call again unless he was sent for, as apart from prescribing 
medicine there was nothing he could do for the patient, who 


- ‘was, however, to rest in bed and take the medicine prescribed. 


The relatives, being dissatisfied with the attitude of the prac- 
titioner, decided to call in another doctor, who visited the 


patient on December 14th and continued to treat him until 
it became necessary, on January 10th, 1935, to remove him 
to hospital, where he died on January 15th. No visit was 
made by the responsible practitioner after December 13th, 
1934. 

The widow informed us that when at her request the prac- 
titioner visited her husband on September 24th, he examined 
the patient and informed her that having regard to the 
diseased condition of his heart he might succumb at any 
minute, adding that he could do no good by visiting and 
did not propose to call again unless he was sent for. hen 
the practitioner called on December 13th he asked ‘‘ what the 
patient wanted now,’’ and after examination informed her - 
that her husband was very ill indeed and, as she alleged, 
that the patient ought to be removed to hospital, but that 
she indicated her unwillingness for such action to be taken. 
The unsympathetic and casual manner of the practitioner did 
not give her the impression that the remarks were made in 
a kindly way. The practitioner did not call to see her husband 
after December 13th, 1934. 

At our first hearing the practitioner stated that when he 
visited the patient on December 13th he prescribed medicine, 
advised rest in bed, and stated that he would call again in a 
few days. Having the intention to visit in mind, he made an 
entry accordingly in his visiting book for December 19th, and 
submitted to us that the fact that he made that entry in his 
visiting book supported his denial of having indicated that he 
did not propose to. call again. He was, however, taken ill 
himself, and engaged the services of a locumtenent to do the 
outside work for him for a period of ten to fourteen days. 
It was his custom to make out a list of visits each day, and 
he gave it to his locumtenent, who reported to him at the 
end of the day, when the practitioner would make up his 
visiting book accordingly. We directed the practitioner's 
attention to entries in the visiting book for the dates December 
19th, 20th, 2ist, and 22nd, and December 24th and 28th, 
indicating that visits had been made to the patient on each 
day with the exception of December 20th. The practitioner 
stated that his visiting book had been made up on the informa- 
tion he had received from day to day from the locumtenent, 
and he could only assume if the visit were not made that the 
locumtenent had misinformed him. Prior to our adjourned 
hearing on May 16th the practitioner addressed a letter to us 
in the following terms: ‘‘In reply to your letter of the Ist 
instant concerning my locumtenent, I do not propose to call 
him, as I find on further consideration that I did not ask him 
to visit W. L. I wish to correct the statements made re- 
garding this. It was my intention to make the visit myself 
by car because of the distance, but owing to my state of 
health it was postponed from day to day as not being urgent, 
and finally, as I had not heard from him, I came to the 
conclusion that further visits were not required.’’ At the 
adjourned hearing the practitioner stated that while the 
insured person suffered from chronic heart trouble, he was not, 
in his opinion, very ill on December 13th. He informed us 
that the patient suffered from myocarditis but no valvular 
disease of the heart, and that his advanced age was “‘ against 
him.’’ He: presented symptoms of slight dyspnoea on 
December 13th, but the practitioner did not regard it as 
necessary to keep in touch with him. ; 

The question which we had to determine was whether the 
practitioner provided all proper and necessary medical treat- 
ment for the insured person. Coming to the events of Decem- 
ber 13th, 1934, we find that on that date the practitioner 
visited and examined this aged man who, subject to chronic 
heart trouble, was suffering from a heart attack. The practi- 
tioner wished us to believe that it was his intention to make a 
further call on December 19th, but he informed us in writing 
on February 5th, 1935, that when he visited the patient on 
December 13th he did not think, on examination, that it was 
necessary to see him again. The practitioner made a number 
of entries in his visiting book from December 19th onwards, 
which he informed us were evidence of intention to visit, but 
that owing to various reasons the visits were not made, and 
as no further specific application for his services was received 
he took no further action in the matter. We formed the 
opinion that the practitioner would not be likely to make 
unnecessary home visits to his patients, and we think that 
he would not have entered in his visiting book details of visits 
proposed to be made unless he had been fully satisfied that 
such visits were necessary. It is common ground that no 
visits were made after December 13th, 1934. On his own 
showing, therefore, he failed to visit a patient whose condition 
required a visit. Our medical members advise us that a 
patient 85 years of age and suffering from myocarditis should 
be seen about once a week, and if, as in this case, the 
patient’s residence is approximately a mile from the surgery 
of the practitioner, he should not be expected to come to the 
surgery, and a home visit should be made. Under Clause 9 (5) 
of the Terms of Service for Insurance Practitioners a practi- 
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tioner is required to visit at the p'ace of residence of the» 


patient any patient whose condition so requires. 

We are of opinion that the practitioner was negligent in his 
treatment of the patient, and in these circumstances there was 
a breach on his part of the Terms of Service for Insurance 
Practitioners. In addition to the other action which we 
suggest in the subjoined recommendation that the committee 
should take in the case, we draw from the facts an inference 
that the action of the insured person’s relatives in obtaining 
the services of another doctor was fully justified, and that 
the whole expenditure thereby incurred was both reasonably 
and necessarily incurred. We think,. therefore, that the 
practitioner should be required to refund the cost of the 
treatment obtained from the second doctor. 

We recommend: That the committee are of opinion that 
the practitioner referred to in Case M. 35/14 failed to 
comply with the Terms of Service for Insurance Practitioners 
in connexion with his treatment of the deceased insured person 
concerned ; that the practitioner be censured therefor ; that 
the practitioner be required to Assume responsibility for the 
cost of treatment obtained for the insured person from another 
practitioner ; that such cost be deducted from the remunera- 
tion payable to the practitioner and be refunded to the 
complainant ; that the committee are further of opinion that 
by reason of the practitioner’s failing to comply with the 
Terms of Service, as disclosed in the foregoing report, the 
conditions on which the money for defraying the cost of 
medical benefit is payable to the committee have not been 
fulfilled ; that a representation be made to the Minister of 
Health to this effect, and that the Minister be asked to with- 
hold the sum of five pounds from the money payable to the 
committee in respect of medical benefit, with a view to the 
deduction of a corresponding amount from the remuneration 
payable to the practitioner ; and that the complainant, the 
practitioner, and the Minister of Health be so informed. 


FEES OF DOCTORS CALLED IN 
BY MIDWIVES 


The following letter (Circular 1488) has been sent by the 
Ministry of Health to Local Supervising Authorities under 
the Midwives Acts. 


I am directed by the Minister of Health to refer to Circular 
358 of December 20th, 1922, to which was appended the scale 
of fees fixed by the Minister for payment by local supervising 
authorities to medical practitioners called in by midwives 
under Section 14 of the Midwives Act, 1928. The attention 
of the Minister has been called to the judgement given in the 
Court of Appeal in the recent case of Brown and others 
v. the Monmouthshire County Council, the effect of which is 
that paragraph 8 of the scale of fees fixed in 1922 is ultra 
vires. The Minister is now informed that the Monmouthshire 
County Council have decided not to appeal against that judge- 
ment, and this being so paragraph 8 of the scale of fees 
appendea to Circular 358 must be regarded as having been 
deleted. The position therefore is that for the purposes of 
Section 14 of the Midwives Act, 1918, the scale of fees now 
fixed by the Minister consists of the first seven paragraphs of 
the scale appended to Circular 358. I am to add that the 
Minister has under consideration the question of further 
legislation for the amendment of Section 14 of the Act of 1918. 


British Medical Association 
CURRENT NOTES 


B.M.A. Library 
For the purpose of necessary redecoration and repair 
the Library of the British Medical Association will be 
closed for three weeks from Saturday, August 10th, 1935. 


Corrigenda 
Dr. J. Walker Tomb delivered the address. on 
‘“ Cholera ’’ before a meeting of the Egyptian Branch of 
the British Medical Association, and not Dr. J. Walker, 
as stated in last week’s Supplement (p. 280, para. 207). 
In the same paragraph of the Supplementary Report of 
Council Group Captain Tyrrell’s name was misspelt. 


THE ITALIAN HOSPITAL 


RESIGNATION OF MEMBERS OF VISITING 
STAFF 


The medical and surgical staff of the Italian Hospital, 
London, has resigned as a result of recent decisions of the 
Committee of Management.- Broadly speaking, about 
half the patients of this hospital (one of fifty beds) are 
Italians, the remainder being of British and other nation- 
alities. The relations between the honorary staff and the 
Committee of Management have become strained as the 
result of a series of events over the last twelve months 
connected with the staffing and rules of the hospital. 

Medical practitioners have been appointed to the 
honorary staff by the Committee of Management without 
any consultation whatsoever with the medical staff. The 
professional qualifications of a number of these practi- 
tioners are not those generally accepted as conforming to 
the standard of a general hospital in the metropolis. 

Recently the Committee of Management, without con- 
sulting the Medical Committee, or (in the view of the 
Medical Committee) considering the needs of the hospital, 
appointed a number of full and temporary honorary 
medical officers with duties and privileges similar to those 
of the regular staff, but not possessing the qualifications 
laid down in the rules of the hospital. The Committee 
of Management also gave notice that they were about to 
alter the rules of the hospital in order to regularize these 
appointments, and to give the committee power to appoint 
as many officers as and when they saw fit, and to give 
to such temporary members of the honorary staff 
(and to officers such as out-patient officers) a seat and 
a vote on the Medical Committee. The Medical Com- 
mittee fear that the quality of the hospital’s work for the 
community will be seriously damaged if the standard of 
qualification of medical officers is not maintained. 

A recent occurrence has led to further difficulties 
between the Medical Committee and the Committee of 
Management. A special meeting of the Committee of 
Management considered some information laid by a house- 
surgeon concerning one of the honorary surgeons with 
reference to the treatment of a case under the latter’s 
care. No attempt was made to seek the explanation of 
the honorary surgeon in question, nor was the repre- 
sentative of the medical staff on the Committee of Manage- 
ment invited to attend the meeting, at which it was 
decided to address a letter of reprimand to the surgeon. 
The Medical Committee asked the Committee of Manage- 
ment for a full inquiry into the case, so that the surgeon 
concerned might be heard in his defence. This request 
was not considered at the next meeting of the Committee 
of Management, which was the one at which it was decided 
to proceed to enlarge the staff by the appointment of the 
officers referred to above. 

At this stage the Medical Secretary of the British 
Medical Association, having intervened at the request of 
the Medical Committee, asked the chairman of the Com- 
mittee of Management of the hospital to receive him in 
order that he might put before him the grievances of the 
Medical Committee. As a result of this request a sub- 
committee of the Committee of Management received the 
Medical Secretary, and thereafter a letter of apology was 
sent to the surgeon who had been reprimanded. This 
subcommittee also agreed to meet representatives of the 
Medical Committee. At the meeting of the representatives 
of the Medical Committee and the subcommittee of the 
Committee of Management the views of the honorary 
medical staff on recent events were put forward, the 
representatives of the Committee of Management promis- 
ing a considered reply at an early date. 

In a subsequent letter to the Committee of Management 
the honorary medical staff asked, inter alia, for an assur- 
ance that the treatment to which the honorary surgeon 
had been subjected would not in future be repeated in 
regard to any member of the staff, and that the recent 


changes in the rules of the hospital affecting the staffing 
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4 
of the hospital and the constitution of the Medical 
Committee would be rescinded. These requests were 
refused, and the following members of the honorary 
medical staff have resigned: Sir Lenthal Cheatle (honorary 
consulting surgeon) ; Sir StClair Thomson (honorary con- 
sulting laryngologist) ; Dr. E. A. Gates (physician) ; Dr. 
Ernest Fletcher (assistant physician) ; Mr. R. Vaughan 


Hudson (surgeon) ; Mr. G. F. G. Batchelor (surgeon) ; Mr. - 


F. Lionel Provis (gynaecological surgeon) ; Mr. Keith Duff 
(gynaecological surgeon) ; Mr. Sydney G. Macdonald 
(urological surgeon) ; Mr. Philip Franklin (aural and 
throat surgeon) ; Dr. O. L. Carden Sibley (anaesthetist) ; 
Dr. G. Edwards (anaesthetist); Dr. G. Hochschild 
(anaesthetist) ; and Professor E. C. Dodds (honorary 
biochemist). 

No views are offered as to the desirability or otherwise 
of staffing this hospital with Italian medical practitioners ; 
but the appointment of practitioners of lower qualifications 
and less experience than are generally recognized as being 
essential in similar institutions, the alteration of the rules 
of the hospital for the specific purpose of regularizing these 
appointments, and the decision to give the practitioners 
appointed (described as ‘‘ temporary honoraries’’) a 
position and a vote on the Medical Committee—all these 
steps being taken without consulting the medical staff— 
have created a position which the staff of the hospital 
cannot but consider to be detrimental to the hospital 
and to the public. 


Correspondence 


INSURANCE MEDICAL SERVICE 


Sir,—My provocative letter of June 15th has done perhaps 
a little good. It seems to have stimulated the powers that 
be to defend their position, because the article entitled 
‘“Machinery of the Regulations’’ in the Supplement cf 
June 22nd directly bears on some of the points in my letter. 
Unfortunately, on the same page of the same Supplement 
there is another example of how the ‘‘ teeth of the machine ’’ 
grip. I refer to what Dr. X. of Wallasey has had to go 
through to defend his perfectly legitimate conduct. 

Here is a doctor who decides, as he has a perfect right to 
do, to treat a case of asthma in his own way, but as it is 
different treatment from what the patient has had before the 
patient brings a complaint, and this is investigated by the 
machine complete ‘‘ with teeth.’’ The doctor escapes ‘‘ the 
tecth ’’ of the machine by the bare margin of one vote 
(4 to 3), and the doctor got all this because he couldn’t agree 
to ordering several cubic centimetres of adrenaline daily. 
Personally I wouldn’t agree to it, even now, after Dr. X.’s 
experience. My point is this: Dr. X. has had many hours 
of unjust anxiety in defending his legitimate professional 
conduct ; and even if the roving inquiry of the clerk to the 
Insurance Committee did discover that Dr. X. was not always 
of the same mind as to the treatment of the case, that is a 
crime that all of us commit perhaps every week of our pro- 
fessional lives. What would we say if a policeman could take 
us before a magistrate because the policeman thought we 
might perhaps be guilty? No; I have said it before, and 
I say it again, many of these inquiries are iniquitous and 
unfair. It savours of Star Chamber tactics to accuse Dr. X. 
of a crime that is only a crime by stretching the regulations 
Isn’t 
it strange that this investigation of Dr. X. should be reported 
on the same page of the Supplement that girded at the 
‘‘ rather wild statements ’’ of my letter. 

I personally have had the ‘‘ machine ’’”’ attacking me. I 
was once indiscreet enough to tell a panel patient that I 
thought he was exaggerating his symptoms to evade his 
work, and my efforts to escape the teeth of the machine were 
prolonged and very anxious. It was then that I discovered 
the roving nature of the inquiry that follows a panel patient’s 
complaint against a practitioner. The official employed by 
the clerk to the committee seemed to think he was a 
detective, who, if he searched hard enough and long enough, 
was bound to find some crime. I fear that I am only stating 


three days. 


what too many of us have had to put up with ; unfortunately 
not everyone writes about it to the Supplement. 

Medical members of the Medical Service Subcommittee have 
said to me in the past, What can we do about it? The 
answer is obvious. -Refuse to be associated with such im- 
proper inquiries, and if they—the inquiries—still continue, 
resign en bloc from the committee.—I am, etc., 


London, S.E.12, June 22nd. F. A. BEATTIE. 


Str,—-With reference to. Dr. R. G. Smith’s experience, it 
is no breach of the terms of.service to treat another doctor’s 
panel patient privately if requested to do so, but it is always 
advisable to obtain such a request in writing.—I am, etc., 


Seven Kings, June 22nd. R. Boyp Rosson. 


Str,—I have read the letter of Dr. F. A. Beattie in the 
Supplement of June 15th with great surprise. It expresses 
opinions so utterly at variance with those I have formed 
as a result of long membership of Insurance Committees 
that it seems to require an immediate reply. 

I have been a member of one of the largest committees, 
and have served on its Medical Service Subcommittee for a 
good many years. In the early days of its existence the 
subcommittee had a good many cases of complaints to 
investigate, but during recent years the number has been 
steadily diminishing. Last year we had four meetings of the 
subcommittee to consider six cases. Out of the six, four 
were dismissed unanimously. In the fifth case the three 
medical members voted for dismissing the case, and three lay 
members for referring it back and censuring the doctor. The 
chairman gave the casting vote in favour of dismissal. 
Thereupon the lay members appealed to the Minister of 
Health, and the case went to the special committee appointed 
by him to consider complaints, and that body gave a 
reasoned argument in dismissing the case. 

In regard to the sixth case we had to investigate, a doctor 
was summoned because he persistently neglected to return 
medical cards when asked to do so. The clerk reported that 
over eighty cards of insured persons who had _ transferred 
to other doctors had not been returned, although requests 
had been sent out time after time. After some months, in 
which the doctor was asked to send in the .cards or appear 
before the committee, he came. Answering our inquiries, 
the doctor said he had no excuse for not returning the cards, 
but the fact was ‘‘ he never read any letters from the com- 
mittee,’’ but simply put them all aside. We pointed out to 
him how he was doing grievous harm to the insurance 
service altogether, and might be severely treated by the 
Minister. He promised to send the cards within two or 
A fortnight passed, and only two cards had been 
sent. The medical members of the subcommittee wrote to the 
doctor, phoned to him, and interviewed him, pointing out 
how his actions would be prejudicial to the whole medical 
service. They told him that unless he sent the cards the 
whole committee would feel themselves bound to recommend 
to the Minister that a substantial sum shou'd be deducted 
from his next quarterly cheque. Again the doctor promised 
to reform and send the cards, but failed to do so. A clerk 
from the committee’s office then called at the docter’s house ; 
the doctor at first objected to being visited, but later invited 
the clerk to examine his box of cards. Here there were 
found sixty of the cards wanted. The subcommittee thought 
that for the good of the whole insurance service they could 
not let this conduct pass without censure, and were unanimous 
in advising the Minister to deduct £10 from the remuneration 
of the doctor. 

Dr. Beattie may rest assured that doctors get every possible 
support from the medical members of the committees. The 
lay members of our subcommittee are fair-minded, and always 
willing to hear an explanation of a doctor’s conduct from 
a professional point of view. It is only when up against 
a case like the sixth I have described that medical members 
of the committee feel bound to advise censure, even though 
it be on a colleague. They would be disloyal to the whole 
insurance service if they did not.—I am, etc., 


June 18th. X. Y. Z. 


% 
| 
{ 
4 


Meetings of-Branches and Divisions 


SUPPLEMENT to THe 
BritisH JOURNAL 


312 JuNeE 29, 1935] 


Meetings of Branches and Divisions 


BORDER COUNTIES BRANCH: CUMBERLAND DIVISION 


The annual meeting of the Cumberland Division was held at 
Cockermouth on May 17th, when Mr. A. J. Carrp was in the 
chair. 

The following officers were elected: 

Chairman, Dr J. R. K. Thomson, O.B.E. Vice-Chairman, Dr. 
Elizabeth McKerrow. Honorary Secretary, Dr. H. J. M. Miibank- 
Smith. Representative in Representative Body, Mr. N. Mac!aren. 
Deputy Representatives in Representative Body, Drs. C. W. Graham 
and Milbank-Smith. 

Mr. Caird then vacated the chair, after investing Dr. 
Thomson with the badge of office and offering him his 
congratulations on his appointment as chairman. 

The Annual Report of Council was considered, particularly 
the items concerning the payment of fees for emergency treat- 
ment under the Road Traffic Act, 1934, the medical terms 
for members of the police forces, and public assistance 
domiciliary medical attendance. 


East YORKSHIRE BRANCH 


A meeting of the East Yorkshire Branch was held at Hull on 
May 16th. After lunch the retiring president, Dr. Gavin S. 
Brown, gave an address entitled ‘‘ Medical Experiences 
During the War.’’ Dr. Brown’s anecdotes on his own medical 
examination and those of recruits delighted his audience. He 
said that when treating the wounded he found that his own 
methods frequently obtained better résults than those officially 
prescribed. Ordinary sea water or saline often proved 
more efficacious than eusol or bipp. He believed that free 
drainage was better than suturing up every wound. Owing 
to the ground at the front being well cultivated, many 
wounds contained gas gangrene and tetanus bacilli ; tetanus 
antitoxin was administered, but it did not prevent some of 
the troops from dying of tetanus, whereas many of those 
who did not receive antitoxin recovered. 

Dr. Ian INNES proposed a vote of thanks to Dr. Brown, 
which was passed with enthusiasm. The address was followed 
by the annua! general meeting of the Branch, at which the 
report of the Branch Council and the treasurer’s financial 
statement were adopted. The retiring president then installed 
Dr. Lavine as president, and invested him with the chain of 
office. Other officers were elected as follows: 

President-Elect, Dr. S. F. Fouracre. Vice-President, Dr. J. 
Morrison. Honorary Secretary and Treasurer, Dr. E. M. Dearn. 
Charities Secretary and Treasurer, Dr. D. Matheson Mackay. 
Representatives in Representative Body, Drs. Lavine and Dearn. 
Deputy Representatives in Representative Body, Drs. Fouracre and 
Jean B. Parker. 

The retiring honorary secretary and treasurer, Dr. D. D. 
Stenhouse Stewart, and the charities secretary and treasurer 
were warmly thanked for their services to the Branch, Dr. 
Stewart’s resignation being received with many expressions 


of regret. It was decided, on Dr. Mackay’s suggestion, to: 


seek permission to appoint an assistant secretary of the 
Branch. 

After the annual general meeting, members proceeded first 
to Hedon Church, where the vicar described features of 
architectural and archaeological interest, and then to Hedon 
Town Hall, where the mayor, mayoress, and several councillors 
showed their co'lection of antiques, including remarkable 
specimens of early maces, spoons, goblets, and tankards. 
Tea was enjoyed at Paull, and gratification was expressed 
at the presence of so many ladies both at Hedon and at 
Paull. 


NorTH OF ENGLAND BRANCH: CLEVELAND DIVISION 


The annual general meeting of the Cleveland Division was held 
at Saltburn on May 16th, when Dr. R. E. Howe tt was in 
the chair. The chairman presented a cup, to commemorate 
his second year of office, for a golf competition among members 
of the Division. The thanks of the members were conveyed 
to the chairman by Mr. W. S. Dickie. 

The following officers were elected: 


Chairman, Dr. W. R. D. Daglish. Vice-Chairman, Dr. Howell. 
Secretafy and Treasurer, and Representative in Representative Body. 
Dr. J. B. S. Guy. Assistant Secretary and Treasurer, and Deputy 
Representative in Representative Body, Mr. D. C. Dickson. Charity 
Secretary, Dr. G. H. Lowe. 

Dr. HoweELt presented a report on the work of the 
Middlesbrough Maternity and Child Welfare Committee, and 
was re-elected representative on that committee. The meeting 
decided to vote £10 to the Royal Medical Benevolent Fund. 


SUFFOLK Branco: WeEsT SUFFOLK DivisIon 
The annual golf competition of the West Suffolk Division was 
held at Worlington Golf Course on May 16th, when sixteen 


members took part. The cup was won by Dr. J. D. Batt, 
and the runner-up was Dr. W. F. Bennett. 


ritish Medical Association 


NOTICES OF MOTION FOR ANNUAL REPRESEN- 
TATIVE MEETING, LONDON, JULY, 1935 


BrittisH MEDICAL BUREAU 


By GuiLpForp: That (with reference to para. 19 of 
Annual Report of Council, Supplement, April 20th, 1935) 
while expressing no opinion as regards the relation of the 
British Medical Association to the British Medical Bureau 
the Representative Body regards it is undesirable that 
the Bureau should advertise in the lay press. 


MEDICAL PRACTITIONERS AND MEMBERSHIP OF 
LocaL AUTHORITIES 


By BourneMoutH: That the Motion by Tunbridge 
Wells (published in the Supplement of May 18th, p. 218) 
be amended to read as follows: 


That the Representative Body, believing it to be 
of the utmost importance that medical practitioners 
should seek election to local authorities, instructs the 
Council to consider and report on the most suitable 
procedure for the adoption of candidates most fitted 
for public work. 


CONTRIBUTORY SCHEMES AND REMUNERATION OF VISITING 
STAFFS OF VOLUNTARY HOSPITALS 


By Exeter: That in view of the fact that there are 
now in operation many contributory schemes whose benefits 
include only the cost of maintenance and nursing, it be 
referred to the Council to consider what amendments or 
additions, if any, to the Hospital Policy as relating to 
remuneration of the visiting staffs of the larger voluntary 
hospitals has now become desirable. 


TREATMENT AT OUT-PATIENT DEPARTMENTS OF VOLUNTARY 
Hospirats oF LocaL AUTHORITY CASES 


By Exeter: That (with reference to para. 175 of 
Supplementary Report of Council) the following sentence 
be added to Minute 135 of the A.R.M., 1933: 


‘The same principle should apply to out-patient 
treatment, but the percentage paid to the visiting 
medical staff should be at a higher rate.”’ 


RELATION OF THE PRIVATE PRACTITIONER TO THE 
TREATMENT OF MENTAL DISABILITY 


By Exeter: That (with regard to the Report on the 
Relationship of the Private Practitioner to the Treatment 
of Mental Disability and to para. 86 of Annual Report of 
Council) the following additional Subsection V be added 
to para. 48 of the former: 


(V) In considering the eligibility of a practitioner for 
one of these appointments, the criteria to which due 
regard should be given are: 


(1) special academic or post-graduate study, 
combined with some actual practice of the specialty ; 

(2) tenure of hospital appointments affording 
special opportunities for acquiring experience ; 

(3) local professional recognition of competence 
in a consulting and expert capacity ; 


and that para. 52 be amended by the deletion of the 
words ‘‘ are adequately qualified to staff such clinics ”’ 
and the substitution therefor of the words “‘ satisfy the 
criteria set forth in para. 48 (V) ”’ 
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Association Notices 


NOTICE OF ANNUAL GENERAL MEETING 
Notic—E CONVENING MEETING 


Notice is hereby given that the Annual General Meeting 
of the British Medical Association will be held in the 
Great Hall of British Medical Association House, Tavistock 
Square, London, W.C.1, on July 23rd, 1935, at 12.30 p.m. 
Business : (1) Minutes of last meeting. (2) Appointment 
of auditors. (3) Report of election of President for the 
year 1936-7. 
L. 


Financial Secretary and 
Business Manager. 


G. C. ANDERSON, 
Medical Secretary. 


NOTICE OF EXTRAORDINARY GENERAL 
MEETING 


Notice is hereby given that an Extraordinary General 
Meeting of the British Medical Association will be held 
at British Medical Association House, Tavistock Square, 
London, W.C.1, on Tuesday, July 23rd, 1935, at 12.45 
o’clock in the afternoon or as soon thereafter as the 
Annual General Meeting thereof convened for the same 
day at 12:30 o’clock shall have been concluded or ad- 
journed, when the following Resolution will be proposed 
with or without amendment as a Special Resolution— 
namely : 
That the Articles of Association be altered in manner 
following : \ 
Art. 1 (‘‘ Interpretation ’*), last line but 9. Insert: 
‘* * Corporate Branch ’ means a Branch incorporated under 
the provisions hereinafter contained.”’ 
Corporate Group’ means a group of Branches in- 
corporated under the provisions hereinafter contained.”’ 


Art. 1 (Ditto) last line but 7. Read instead of as at present : 
‘« |. in relation to a Corporate Branch or a Branch which 
is one of a Corporate Group means the Governing Body 
(etc., as at present).’’ 


Art. 1 (Ditto) before last line but 4. Insert: 
““* Counci] ’ when used in relation to a Corporate Group 
means the Governing Body of that Group by whatever name 
the same may be called.’’ 


Art. 9 (‘‘ Termination of Membership’’), 3rd line. Read 
instead of as at present : 
‘* (a) Except in the case of a member who is a member of 
a Corporate Branch or of a Corporate Group by resignation 
(etc., as at present).”’ 


Art, 9 (Ditto), at end of Article. Insert : 

‘“(e) In the case of a member who is a member of a 
Corporate Branch or of a Corporate Group, tpso facto upon 
his ceasing to be a member of such Corporate Branch or of 
such Corporate Group otherwise merely than by reason of 
ceasing to have a registered address within the area of the 
Corporate Branch or of a Branch forming part of such 
Corporate Group.” 


Art. 10 (‘‘ Expulsion ’’), 9th and 10th lines of page 12. Read 
instead of as at present : 
‘« |. Branch not within Great Britain and Northern Ireland 
and forming part of or being a Corporate Branch or forming 
part of a Corporate Group or by a Division or Branch 
within an area outside Great Britain and Northern Ireland 
for which (etc., as at present).’’ 


Art. 10 (b) (Ditto) 3rd line. Read instead of as at present ; 
, . Northern Ireland (etc., as at present).’’ 


Art. 10 (c) (i), Read instead of as at present: 

‘* (c) (t) The Council of each Branch not in Great Britain 
or Northern Ireland having a membership of not less than 
thirty and: not being a Corporate Branch or forming part 
of a Corporate Group and not being within the area ofa 
Federal Council (etc., as at present).’’ 


Art. 10 (c), after 3rd line of page 13. Insert: 


‘* (iit), The Council of each Corporate Branch and of each 
Corporate Group shall have such powers of expulsion as may 
for the time being be conferred upon it by the Articles of 
Association or similar regulations of such Corporate Body.”’ 


Delete following Article 11 (3) 
‘“ Provided that no body of Members in Great Britain or 
Ireland shall be finally recognized as a Division or Branch 
until they shall have adopted Rules of Organization and the 


Current Rules governing procedure in ethical matters and 
such Rules shall have been approved by the Council.’’ 


Art. 12 (‘‘ Branches not in Great Britain or Iveland. In- 
corporation ’’). Heading to read instead of as at 
present : 


. . . Northern Ireland. Incorporation.”’ 


Art. 12 (Ditto) para. (1). Read instead of as at present : 


“* 12. (1) Subject as hereinafter provided it shall be com- 
petent for the members of a Branch or of a Group of 
Branches not in Great Britain or Northern Ireland to pro- 
cure themselves to be incorporated (in accordance with the 
law in force in the area of the Branch or Group) under a 
name indicating that the body so incorporated is a Branch 
or Group of Branches of the Association. A Branch or 
Group so incorporated is herein referred to as a Corporate 
Branch or Corporate Group.’’ 


Art. 12 (Ditto) para. (2). Read instead of as at present : 


““ (2) The objects, powers, and obligations of a Corporate 
Branch or Corporate Group as defined by its Memorandum 
of Association shall coincide with the objects, powers, and 
obligations of the Association as similarly defined, with 
such variations only as the Association shall approve. The 
Council of a Corporate Group within a defined area may, 
by the Articles of Association of such Corporate Body, be 
empowered by resolution published in the Journal and (if 
thought fit by such Council) in a periodical medical publica- 
tion of such Corporate Body and. after consultation with 
the Council of the Association, to determine, recognize, and 
declare what bodies of members shall be Divisions and what 
Divisions and Groups of Divisions shall be Branches of such 
Corporate Body and what shall be the local area of each 
Division and/or Branch and accordingly shall have power 
after consultation with the Council of the Association to 
amalgamate, subdivide, dissolve, modify, or change Divisions 
and Branches and the local areas thereof. The Divisions 
and/or Branches so determined, recognized, and declared 
shall, for all the purposes of the Regulations, be deemed to 
be Divisions and/or Branches of the Association.”’ 


Art, 12, para. (3). Read instead of as at present : 


““ (3) The membership of the Corporate Branch or 
Corporate Group (save as otherwise provided by paragraph 
(2) of Article 4 hereof) shall be strictly confined by its 
Articles of Association to Members of the Association, and 
it shall be thereby provided that any Member of the 
Corporate Branch or Group shall, upon ceasing to be a 
Member of the Association, ipso facto and immediately 
cease to be a Member of such Branch or Group.”’ 


Art. 12, para. (4). Read instead of as at present: 


‘“ (4) The Corporate Branch: or Corporate Group shall 
not be deemed to be an Agent tor and shall have no power 
to impose any responsibility or liability on or to pledge 
the credit of the Association in respect of any acts, 
expenses, matters, or things done or incurred by the 
Corporate Branch or Corporate Group and the Articles of 
Association of such Branch or Group shall contain a pro- 
vision’ to that effect in such form as may be approved by 
the Association.’’ 


Art, 12, para. (5), 2nd line. Read instead of as at present: 
‘*., . Corporate Branch or Corporate Group shall (etc. as 
at present).’’ 

Art. 12, para. (6), Ist line. Read instead of as at present : 

‘* (6) The Corporate Branch or Corporate Group shall 
immediately (etc. as at present).”’ 

Art. 12, para. (7), Ist line. Read instead of as at present : 

‘‘ (7) The Corporate Branch or Corporate Group shall 
(etc. as at present.)”’ 


Art. 12, para. (8), 3rd line. Read instead of as at present : 


. Corporate Branch or Corporace Group... .’’ Last 


line. Add at end: ‘‘ or Group.”’ 
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Art. 13 (‘‘ Formation, Alteration, Dissolution, etc., Branches 
and Divisions’’), 2nd line. Read instead of as at 
present 

‘« . , Great Britain or Northern Ireland to the provisions 
of the Regulations and of the By-laws (etc. as at present).’ 


Art. 13, 3rd line of page 16. Read instead of as at present : 
‘*. . . subdivide, dissolve, and modify (etc. as at present).”’ 


Art. 13, 9th line of page 16. Read instead of as at present: 
‘a Corporate Branch or a Branch which is one of a 
Corporate Group no alteration (etc. as at present).’’ 


Art. 13, last line. Add at end: 
Group.”’ 


That the last three lines of Article 14 be amended 
to read as follows instead of as at present : 

to the expediency of nfaking such boundaries coincide 
with those of local government areas, whether counties or 
other administrative areas of the country.”’ 


Art 14. 


Art, 15. Read instead of as at present: 

** 15. It shall be competent for the Association by resolu- 
tion of the Council and by giving not less than six months’ 
notice in writing to the Branch or Group concerned, to 
exclude any Corporate Branch or Branch forming part of 
a Corporate Group from continuing to be a Branch of the 
Association.”’ 


Art. 16 (“‘ Federal Councils ’’), 2nd line. Read instead of as 
at present : 


‘|, . Northern Ireland (etc., as at present).”’ 


Art. 17. Insert after the word “ Division’’ in the 3rd and 
4th lines the words : 


‘‘ Corporate Branch or Corporate Group.”’ 


Art. 18 (‘‘ Grants’’), last line but one. Read instead of as 
at present: 

“|... Members of a Corporate Branch or of Members of a 

Branch which is one of a Corporate Group such obligations 

shall not conflict with any obligations imposed by such 
Branch or Group.”’ 


Art. 29 (“‘ Annual Scientific Meetings’’), 4th and 5th lines of 
page 20. Read instead of as at present : 


‘*. . . Northern Ireland (etc., as at present).’’ 


Art. 36 (‘‘ Composition of Council’’), 2nd line. Read instead 
of as at present : 
““. . The President-Elect, the Immediate Past President 
(etc., as at present).”’ 


Art. 38 (‘‘ Affiliation ’’), 3rd line. Read instead of as at 
present : 


“"., . Northern Ireland (etc., as at present).”’ 


Art. 41 (‘‘ Officers’’), Ist sentence. Read instead of as at 
present : 

‘“ 41. There shall be the following Officers of the Associa- 
tion—namely, a President, a President-Elect, and Imme- 
diate Past President, a Chairman and a Deputy Chairman 
of the Representative Body, a Chairman of Council, Past 
Presidents, Vice-Presidents, and a Treasurer (etc., as at 
present).’’ 


Art. 43 (‘‘ Expenses’’), 2nd line. Read instead of as at 
present : 


. Northern Ireland (etc., as at present).”’ 


Art. 43 (Ditto), 2nd line of page 27. 
present : 


. . Northern Ireland (etc., as at present).’’ 


Read instead of as at 


Dated this twenty-ninth day of June, nineteen hundred 
and thirty-five. 
By Order of the Council, 
L. FERRIS-SCOTT. 


Financial Secretary and Business Manager. 


British Medical Association House, 
Tavistoc’s Square 
London, W.C.1. 


SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of 
a certificate and a money award of fifty guineas, is again 


open for competition in respect of 1936. The following 


are the regulations governing the award: 


1. The prize is established by the Council of the British 
Medical Association for the promotion of systematic observa- 
tion, research, and record in general practice ; it includes a 
money award of the value of fifty guineas. 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. 

4. Essays, or whatever form the candidate desires his work 
to take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than December 
1935. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, 
and a contribution offered in one year cannot be accepted in 
any subsequent year unless it includes evidence of further 
work. 


6. If any question arises in reference to the eligibility of 
the candidate, or the admissibility of his or her essay, the 
decision of the Council on any such point shall be final. 


7. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto, and enclosing the 
candidate’s name and address. 


8. The writer of the essay to whom the prize is awarded 
may, on the initiative of the Science Committee, be requested 
to prepare a paper on the subject for publication in the 
British Medical Journal, or for presentation to the appropriate 
Section of the Annual Meeting of the Association. 


9. Inquiries relative to the prize should be addressed to the 
Medical Secretary. 


BRANCH AND DIVISION MEETINGS TO BE HELD 


Berks, Bucks, AND OxFORD BRANCH: OxForRD Division.— 
At Radcliffe Infirmary, Oxford, Wednesday, July 3rd, 2.30 
p-m. Clinical meeting. 

BIRMINGHAM BRANCH: WARWICK AND LEAMINGTON, AND 
RuGspy Divistons.—At Manor House Hotel, Avenue Koad, 
Leamington Spa, Monday, July Ist, 3 p.m. Consideration of 
Annual Report of Council and instruction of representative for 
the joint constituency. Followed by the annual meeting of 
the Warwick and Leamington Division. Election of officers, 
etc. 

DERBYSHIRE BrRANcH.—The annual general meeting and the 
competition for the Derbyshire Golf Cup, originally fixed for 
July 3rd, have been unavoidably postponed. 

Dorset West Hants BrancuH.—Autumn meeting at 
Milton Abbas, Wednesday, July 3rd. Programme: 1.30 p.m., 
lunch at Hambro Arms ; 3 p.m., at Village Hut, papers by 
Mr. T. Colley on ‘‘ Ophthalmic Emergencies met with in 
General Practice,’’ and by Dr. W. H. Best on ‘‘ Some Points 
in the Diagnosis of Children’s Diseases ’’ ; tea by invitation 
of Mr. Colley. 

METROPOLITAN CouUNTIES BRANCH: .CiTy Diviston, — At 
Metropolitan Hospital, Kingsland Road, E., Tuesday, July 
2nd, 9.30 p.m. Dr. H. C. Lucey: Pathological specimens 
and clinical notes.” Wednesday, July 3rd, 9.30 p.m., annual 
general meeting ; election of officers, etc. 

METROPOLITAN CoUNTIES BRANCH: HampsTEAD DivIsIonN.— 
At Hampstead General Hospital, Thursday, July 11th, 
8.30 p.m. Discussion on Supplementary Report of Council 
and instructions to representatives at Annual Representative 
Meeting. 

METROPOLITAN COUNTIES BRANCH: NoRTH MIDDLESEX 
Diviston.—Thursday, July 4th, 3.15 p.m., summer meeting. 
Visit to gardens at Trent Park, Cockfosters. Ladies invited. 

Norro.tk BrancH.—Annual meeting at Norfolk and Norwich 
Hospital, Tuesday, July 2nd. Programme: 3.30 p.m., annual 
report of Branch Council and financial statement ; induction 
of new president, Dr. E. B. Hinde; election of officers ; 
address by Dr. H. C. Cameron, ‘‘ The Mystery of Lord 
Byron’s Lameness’”’; 4.30 p.m., tea by invitation of Dr. 
and Mrs. Hinde. 5 

NortH oF ENGLAND BraNcu.—At Brancepeth Castle Golf 
Club, Thursday, July 11th. Annual meeting. 
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Nortu WatEs Brancu.—At Menai Bridge, Anglesey, Friday, 
July 5th, 2.15 pm. Annual meeting. 

NortH OF ENGLAND BRANCH: NEWCASTLE-ON-TYNE 
Division.—At 7, Windsor Terrace, Newcastle-on-Tyne, Tues- 


day, July 9th, 8.30 p.m. Annual meeting. Evection of 


officers, etc. Consideration of alteration of Division rules. 
NORTHERN IRELAND BRANCH: BELFAST Division.—At 


‘Whitla Medical Institute, College Square North, Belfast, 


Thursday, July 4th, 4.30 p.m. Special meeting to instruct 
representatives to Annual Representative Meeting. 


SOUTH-WESTERN BRANCH: TorQuay Division.—At Torbay 
Hospital, Torquay, Monday, July Ist, 8.15 p.m. General 
meeting. Consideration of Annual and Supplementary Reports 
of Council, and instructions to representative ; consideration 
of resolution from the Devon and Cornwall Hospitals Advisory 
Committee. 


‘Sussex Brancu: Hastincs Diviston.—At Queen’s Hotel, 
Hastings, Tuesday, July 2nd, 3 p.m. Annual meeting. Dr. 
Louisa Martindale: ‘‘ Recent Advances in the Treatment of 
Carcinoma of Uterus and Breast.”’ 


WILTSHIRE Brancu.—At Devizes Mental Hospital, Wednes- 
day, July 38rd, 3 p.m. Annual meeting. Election of 
officers, etc. B.M.A. Lecture by Mr. C. Lambrinudi: ‘‘ The 
Foot and its Mechanical Disabilities.’’ 


TABLE OF OFFICIAL DATES 


July 3, Wed. Other items for inclusion in A.R.M._ printed 
Agenda must be received at Head Office by 
this date. 

July 18, Thurs. Conference of Honorary Secretaries, London. 

July 19, Fri. Annual Representative Meeting, London. 

July 20, Sat. Annual Representative Meeting, London. 

July 22, Mon. Annual Kepresentative Meeting, London. 

Council. 

July 23, Tues. Annual Representative Meeting; Annual (Business) 

General Meeting ; London. 
Council. 

Sept. 10, Tues. Adjourned Annual General Meeting ; President's 
Address ; Melbourne. 

Sept. 11, Wed. Meetings of Sections, etc., Melbourne. 

Sept. 12, Thurs. Meetings of Sections, etc., Melbourne. 

Annuai Dinner of the Association, Me!bourne. 


Sept. 13, Fri. Meetings of Sections, etc., Melbourne. 


Naval and Military Appointments 


ROYAL NAVAL MEDICAL SERVICE 
Surgeon Commander L. A. Moncrieff has been placed on the retired 
list at his own request, with the rank of Surgeon Captain. 

Surgeon Commanders R. P. Ninnis to the Victory, for Portsmouth 
Dockyard ; J. D. Bangay; O.B.E., to the Cardiff. 

Surgeon ‘Lieutenant Commanders C. Keating to the President, for 
course; W. P. E. McIntyre to the Pembroke, for Royal Naval 
Barracks ; G. A. Miller to the Hermes. 

Surgeon Lieutenant G. D. Wedd to the Amphion, June 29th, and 
to the Victory, for Royal Naval Hospital, Haslar, July 13th. 


Royat Navat VOLUNTEER RESERVE 

Surgeon Captains L. S. Ashcroft to the Valiant ; J. B. Rona!dson 
to the Renown. 

Surgeon Commanders L. C. D. Irvine to the Nelson; T. W. 
Drummond to the Curacoa ; W. C. Macartney to the Vindictive ; 
}F. L. Cassidi to the Hawkins ; S. W. Davidson to the Calypso. 

Surgeon Lieutenant Commanders G. A. Mason, J. B. Hutchinson, 
and A. S. Bradlaw to the Drake, for Royal Naval Barracks, July 
6th, and to the Ramillies, July 12th: S. B. Borthwick to the 
Pembroke, for Royal Naval Barracks, Julv 6th, and to the Victorv, 
for Haslar Hospital, July 10th; W. P. Elford to the Pembroke, 
July 6th, and to the Excellent, July 11th; St. G. B. D. Gray to 
the Broke; G. McCoull to the Montrose; F. E. Stabler to the 
Campbell ; R. Wear, L. D. Nelson, R. J. Matthews, and H. M. 
Willoughby to the Victory, for Royal Naval Barracks; A. H. 
Shellswell to the Effingham ; T. G. Evans to the Vernon ; B. W. C. 
Archer to the Vivien ; F. T. Dolemar te the Pangbourne. 

Surgeon Lieutenant C. Mason to be Surgeon Lieutenant Com- 
mander. 

Surgeon Lieutenants G. H. C. R. Critien and R. G. Reid to the 
Rodnev ; C. A. Mather to the Pembroke, for Royal Naval Barracks, 
July 6th, and to the Shropshire, July 10th ; D. W. Bawtree to the 
Drake, for Royal Naval Barracks, July 6th, and to the St. Vincent, 
July 11th; W. H. Roberts to the Pangbourne ; R. S. Rudland to 
the Vivien ; D. Simpson to the Montrose ; E. F. St. J. Lyburn to 
the Campbell; A. B. Concanon (probationary) to the Pegasus ; 
W. G. Campbell (probationary) to the Shropshire. 

Probationary Surgeon Lieutenant G. EK. M. Benson to be Surgeon 
Lieutenant, with seniority August 4th, 1933. 

Probationary Surgeon Lieutenant N. A. Vernon to the Leander. 

Probationary Surgeon Sublieutenant R. T. Gaunt to be Surgeon 
Sublieutenant, with seniority January 30th, 1934. 


Probationary Saeem, Sublieutenants R. T. May to the Nelson ; 
J. A. Shepherd and D. S. Macphail to the Barham ; D. M. Edwards 
to the Rodney ; W. H. Osborn and J. B. W. Hayward to the 
London ; R. F. B. Bennett and P. H. K. Gray to the Renown ; 
G. R. Dodds to the Hood; G. S. Irvine to the Revenge; R. P. 
Phillips to the Echo; C. P. Nicholas to the Shropshire; R. V. 
Jones to the Devonshire. 


ROYAL ARMY MEDICAL CORPS 


Lieutenant (on probation) R. Phillipson has been restored to the 
establishment. 


POYAL AIR FORCE MEDICAL SERVICE 

Wing Commander D. McLaren to R.A.F. Depot, Middle East, 
Aboukir, for duty as Senior Medical Officsr. 

Squadron Leaders C. A. Lindup to Aeroplane and Armament 
Experimental Establishment, Martlesham Heath, for duty as Medical 
Officer ; A. A. Townsend to R.A.F. Station, Worthy Down, for duty 
as Medical Officer ; E. D. D. Dickson to Central Medical Establish 
ment, for duty as Medical Officer with No. 2 Central Medica! Board ; 
Rk. W. White to No. 1 Air Defence Group Headquarters, for duty 
as Medical Officer. 

Flight Lieutenants R. N. Kinnison to R.A.F. Officers’ Hospital, 
Uxbridge ; M. T. O'Reilly to No. 25 (F) Squadron, Hawkinge ; 
G. O. Williams and C. R. Palfreyman to Central Medical 
Establishment. 

Flying Officer J. S. Wilson to No. 26 (Army Co-operation) 
Squadron, Catterick. 


REGULAR ARMY RESERVE OF OFFICERS 
Royat Army Mepicat Corps 
Lieut.-Col. J. M. B. Rahilly, O.B.E., having attained the age 
limit of liability to recall, ceases to belong to the Reserve of 
Officers. 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 
TAVISTOCK SQUARE, W.C.1 


Departments 

SUBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretary and 
Business Manager Telegrams: Articulate Westcent, London). 
Mevicat Secrerary (Telegrams: Medisecra Westcent, London). 
Evrror, British Mepicat Journar (Telegrams: Aiciology Westcent, 

London). ; 
Telephone number: of British Medical Association and British 
Medical Journal, Luston 2111 (internal exchange, five lines). 


ScortisH Mepicat SEcrETARY: 7, Drumsheugh Gardens, Edin- 
burgh. (Telegrams: Associate, Edinburgh. Tel.: 24361 
Edinburgh.) 

Irish Mepicat Secretary: 18, Kildare Street, Dublin. (Tele- 
grams: Bacillus, Dublin. Tel.: 62550 Dublin.) 


Diary of Central Meetings 
JUNE 
28 Fri. Medical Education Committee, 2 p.m. 
JULY 
2 Tues. Maternal Mortality. etc., Subcommittee, 2 p.m. 
S Wed. A.R.M. Agenda Committee, 11 a.m. 


Nutrition Committee, 2 p.m. 
Committee on Relation of Alcohol to Road Accidents, 3.30 


p.m. 
8 Mon. Physical Education Committee, Training of Teachers Sub- 
committee, 2 p.m. 
10 Wed. Physical Education Committee, 2 p.m. 


DIARY OF SOCIETIES AND LECTURES 


Society OF MEDICINE 


Annual Meeting of the Society, Tues., 5 p.m. Election of Officers 
and Council for 1935-6. Keport of the Council. 

Section of Orthopaedics.—Sat., Provincial Meeting at Bath and 
Wessex Children’s Orthopaedic Hospital, by invitation of Miss 
Maud Forrester-Brown, Dr. R. G. Gordon, and Mr. John Bastow, 
2.15 p.m., Cases will be shown, including nerve cases of ortho- 
paedic importance. 


POST-GRADUATE COURSES AND LECTURES 


FeLLowsuip OF MEDICINE AND Post-GrapusATE MepIcAL ASSCCIATION, 
1, Wimpole Street, W.—Prince of Wales’s General Hospital, 
Tottenham, N: All-day Course in Medicine, Surgery, and the 
Specialties. National Hospital for Diseases of the Heart, West- 
moreland Stre:t, W.: All-day Course in Cardiology. St. Mark’s 
Hospital, City Road, E.C.: All-day Course in Proctology. West 
End Hospital for Nervous Diseases, Gloucester Gate, N.W.: 
Tues., 8.30 p.m., Demonstration on Fundus Oculi by Mr. Lindsay 
Rea. Panel of Teachers: Individual clinics in various branches 
of medicine and surgery are available daily. Courses, clinics, 
etc., arranged by the Fellowship are open only to members and 
associates, with the exception of the Cardiology course. 
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Vacancies and Appointments 


SUPPLEMENT to 
British MEDICAL JouRNAL 


HospitaL FoR Sick CHILDREN, Great Ormond Street, W.C.—Thurs.,’ 


2 p.m., Clinical Lecture, Dr. R. S. Frew, Pain in Childhood ; 
3 p.m., Pathological Demonstration, Dr. W. W. Payne, Diuresis. 
Out-patient Clinics, mornings, 10 a.m. to 12 noon. Ward Visits, 
afternoons, 2 p.m. to 3.30 p.m. (except Wed.). 

SoutH-Wesrt Lonpon. Post-GrapuATE ASSOCIATION, St. James 
Hospital, Ouseley Road, S.W.—Wed., 4 p.m., Dr. H. C. Cameron, 
Convulsions in Infancy and Childhood. 

Liverpoot University ScHoot Ante-Natat Ciixics.—Royal 
Infirmary: Mon. and Thurs., 10.30 a.m. Maternity Hospital: 
Mon., Tues., Wed., Thurs., and Fri., 11.30 a.m. 


VACANCIES 


All advertisements should be addressed to the Financial 
Secretary and Business Manager and NOT to the Editor. 


ACCRINGTON : Vicrorta HosprraL.—H.S. Salary £150 p.a. 

ACTON HOSPITAL, W.—J.R.M.O. (male, unmarried). Salary £150 p.a. 

BIRKENHEAD COUNTY BoROUGH.—Assistant M.O, (male). Salary £750- 
£937 10s. p.a. 

BIRMINGHAM CrTry.—(1) J.A.M.O. at Mofvhull Colony Certified Institution 
(nale, unmarried). Salary £350-£25-£450 p.a. (2) J.A.M.O. (female, 
unmarried) at Little Bromwich Hospital for Infectious Discases. Salary 
£500 p.a. 

BLACKPOOL: VicToRIA (male). Salary £200 p.a. 

BOLINGBROKE HOSPITAL, Wandsworth Common, S.W.—H.P, (male). Salary 
£120 p.a. 

BOLTON ROYAL INFIRMARY.—Two H.S. Salaries £125 p.a. each. 

BripGE OF WEIR SANATORIUM.—R.M.O, (female)... Salary £200 p.a. 

BRIGHTON : SUSSEX EYE HospiTaL.—Hon, Clinical Assistant. 

BRISTOL ROYAL INFIRMARY.—(1) Senior H.S. to the Casualty Department. 
(2) Senior Obstetric H.S. Salaries £100 p.a. each. (3) Three H.P. 
(4) Four H.S. (5) J.H.S. to the Casualty Department. (6) Junior 
Obstetric H.S. (7) H.S. to Ear, Nose, and Throat Department. Salaries 
£80 p.a. each. 

Bury INFirnMARyY, Lanes.—Third H.S. (male). Salary £150 p.a. 

CAMBRIDGE; ADDENPROOKE’S HOSPITAL,—(1) Resident Anaesthetist and 
Emergency Officer. (2) H.S. Males, unmarried. Salaries £130 p.a., 
respectively. 

CHARING Cross Hospirat, W.C.—Hon. Clinical Assistant to the Dermato- 
logical Department. 

CHILDREN’S HospitaL, College Crescent, N.W.—Hon. Assistant S. 

COLCHESTER: Country Hospiran.—(1) H.P. (2) Assistant H.S. 
Males. Salaries £150 p.a. and £120 p.a., respectively. 

DARLINGTON MEMORIAL HOsPiITAL.—H.P. (male). Salary £150 p.a. 


DERBY: DERBYSHIRE HOSPITAL FOR SICK CHILDREN.—R.H.S. (female). 
Salary £130 p.a. 

DONCASTER ROYAL INFIRMARY.—(1) H.S. Casua!ty H.S.. (3) H.S. 
to the Eye, and Ear, Nose, and Throat Departments. Males. Salaries 
£175 p.a. cach. 

DORCHESTER: DORSET CouNTY HoOspiTaL.—H.S. (unmarried). Salary 
£160 p.a. 

DREADNOUGHT HOSPITAL, Greenwich, S.E.—H.S. (male, unmarried). 


Salary £110 p.a. 

EXETER: ROYAL DEVON AND EXETER HOospiTraL.—H.S. (male). Salary 
£150 p.a. 

GATESHEAD CoUNTY BoROUGH.—A.M.O. (male) at Gateshead Mental [os- 


pital. Salary £500 p.a. 
GLASGOW: NOTRE DAME CHILD GUIDANCE CLINIC.—Half-time Medical 
Director. Salary £300 p.a. 


GREAT BARROW : EAST LANCASHIRE TUBERCULOSIS COLONY.—H.P. (male). 
Salary £150 p.a. 

GREAT YARMOUTH GENERAL HOSPITAL.—H.S. (male, unmarried). 
£140 p.a. 

GROSVENOR HOSPITAL FOR WOMEN, Vincent Square, S.W.—Chief Assistant. 

HALIFAX COUNTY BOROUGH.—Whole-time Assistant Maternity and Child 
Welfare M.O. (female). Salary £500-£25-£700 p.a. 

HALIFAX: ROYAL HALIFAX INFIRMARY.—Fourth H.S. (male, unmarried). 
Salary £150 p.a. 

HARROGATE ROYAL BATH IHfOsPITAL.—R.M.O. (male). Salary £156 p.a. 

mee HEMPSTEAD: WEST HERTS HOSPITAL,—J.R.M.O. (male). Salary 

D.a, 

ITERTFORD CoUNTY HOSPITAL.—H.P. (male). Salary £150 p.a. 

HOSPITAL FOR CONSUMPTION AND DISEASES OF THE CHEST, Brompton, 
S.W.—H.P. Honorarium £50 p.a. 

HOSPITAL FOR Sick CHILDREN, Great Ormond Street, 
Registrar. Salary £500 p.a. 

HOSPITAL OF ST. JOHN AND ST. ELIZABETH, Grove End Road, N.W.—(1) 
Assistant P. (2) Resident H.P (male). Salary £100 p.a. 

HvuLL Royan INFinMARY.—(1) H.S. to the Ophthalmic and Ear, Nose, 
and Throat Department. (2) Second H.P. (3) Third H.S. Salaries 
£150 p.a. each. 

ILFORD: KING GEORGE HOSPITAL.—Assistant S. 

LANCASTER: ROyAL LANCASTER INFIRMARY.—J.H.S. (male, unmarried). 
Salary £150 p.a. 

LEICESTER ROYAL INFIRMARY.—Junior Resident Anaesthetist. 
£125 p.a. 

LIVERPOO!.: ROYAL LIVERPOOL CHILDREN'S HOSPITAL.—(1) R.M.O. and 
(2) R.S.O. at the Heswall Branch. Salaries £120 p.a. each. (3) Two 
R.H.P. and (4) Two R.H.S. at the City Branch. Salaries £100 p.a. 
(5) R.C.O. (male) at the City Branch. Salary £250 p.a. 

LONDON CouNnTy CouNnctL.—(1) A.M.O’s. (Grade I) at (a) Mile End Hos- 
pital, E, and (0b) Paddington Hospital, W. Salaries £350-£25-£425 


Salary 


W.C.—Medical 


Salary 


p.a. each. (2) H.P. at Dulwich Hospital, S.E. Salary £130 p.a. Males, 
unmarried. 
LOWESTOFT AND NoRTH SUFFOLK Hospirau.—J.H.S. (male). Salary 


£120 p.a. 

MANCHESTER: CHRISTIE HOSPITAL AND HOLT RADIUM INSTITUTE.—(1) 
Pathologist and Research Fellow in Pathology. Salary £500 p.a. (2) 
R.S.0. Salary £150 p.a. 

MANCHESTER CiTy.—J.R.A.M.O. (male, unmarried, Grade II) at the 
Withington Hospital and Institution. Salary £250 p.a. 

MANCHESTER ROYAL INFIRMARY.—(1) Resident Surgical Registrar and 
(2) M.O. to the Out-patient Department. Salaries £150 p.a. and £105 
p.a., respectively. 


MANCHESTER : ROYAL MANCHESTER CHILDREN’S HOSPITAL.—R.M.O. (un- 
married), Salary £125 p.a. 

er AND SALFORD HOSPITAL FOR SKIN DISEASES.—HI.S. Salary 

p.a. 

MARIE CuRIE HOSPITAL, N.W.—R.M.O. 
Salary £100 p.a. 

MIDDLESBROUGH : NorTH ORMESBY HospITAL.—(1) H.S. (2) H.P. Males, 
unmarried. Salary £135 p.a. and £120 p.a., respectively. 

MIDDLESBROUGH : NORTH RIDING INFIRMARY.—(1) C.O. (2) Third H.S. 
Males, unmarried. Salaries £150 p.a. and £125 p.a., respectively. 

NEWCASTLE-UPON-TYNE CITY AND CounTy.—(1) Two H.S. and (2) H.P. 
(males) at Newcastle General Hospital. Salaries £150 p.a. each. 

NEWCASTLE-UPON-TYNE: HOSPITAL FOR SICK CHILDREN.—(1) H.P. (2) 
H.S. Salaries £100 p.a. each. 

Norwoop AND Districr CorraGE HospiTaL.—Hon. S. 

NOTTINGHAM: GENERAL HospiTaL.—H.S. (male) for the Fracture and 
Orthopaedic Departments. Salary £300 p.a. Ss 
PRINCESS LOUISE KENSINGTON HOSPITAL FOR CHILDREN, St. Quintin 

Avenue, W.—(1) Hon, Assistant P. (2) H.S. Salary £100 p.a. 

PRISON MEDiCAL SERVICE, Home Office, S.W.—M.O, (male, Class II). 
Salary £515 18s.-£738 12s. p.a. 

RoYAL EYE HospiraL, Southwark, S.E.—Hon. Assistant S. 

Hosprra, Gray’s Inn Road, W.C.—Half-time Medical Regis- 
trar. Salary £100 p.a. 

ROYAL NATIONAL ORTHOPAEDIC HOSPITAL, Great Portland Street, w.— 
Two H.S. (males, unmarried) at Brockley Hill Branch, Salaries £150 
p.a. each. 

RoyaL NAVAL MEDICAL SERVICE, S.W.—Nine M.O’s. 

RYDE: ROYAL ISLE OF WiGHT CoUNTY HOSPITAL.—R.H.S. (unmarried). 
Salary £180 p.a. 

Sr. BARTHOLOMEW’s HospiTAL MEDICAL COLLEGE, E.C.—Helen Cave 
Memorial Scholarship. Value £200. 

ST. HELENS CouNTY BorouGH.—Assistant M.O.H. (male). 
£25-£700 p.a. 

ST. MArK’s HOSPITAL FOR CANCER, FISTULA, AND OTHER DISEASES OF 
THE RECTUM, City Road, E.C.—Clinical Assistants. 

SALFoRD Crry.—R.A.M.O. (male) at Hope Hospital, Pendleton. 
£200 p.a. 

SALFORD ROYAL HOSPITAL.—Non-resident Orthopaedic Registrar (male). 
Salary £100 p.a. 

SALISBURY : GENERAL INFIRMARY.—R.M.O. Salary £250 p.a. 

SEAMEN’s HOSPITAL SociETy, Greenwich, S.E.—S. at the Hospital for 
Tropical Diseases, Gordon Street, W.C. 

SHEFFIELD: ROYAL INFIRMARY.—(1) Two H.S. (2) H.P. (3) Aural H.S. 
(4) Ophthalmic H.S. (5) Assistant C.0. Salaries £80-£100 p.a. each. 

SHEFFIELD UNIVERSITY.—Lecturer in Pharmacology. Salary £500 p.a. 

SourH LONDON HOSPITAL FOR WOMEN, Clapham Common, 8.W,—Clinical 
Assistants (female). 

STOCKTON-ON-TEES: STOCKTON AND THORNABY 
(male, unmarried). Salary £175 p.a. 

STOKE-ON-TRENT: NORTH STAFFORDSHIRE ROYAL INFIRMARY.—Ortho- 
paedic H.S. 

SWANSEA GENERAL AND EYE HospiraL.—H.S. (male, unmarried). 
£150 p.a. 

Torquay: TorBAY HospiTauL.—Hon. S. 

WARRINGTON: COUNTY MENTAL HospiTaL.—A.M.O, Salary £500-£25- 
£600 p.a, 

West END HOSPITAL FOR NERVOUS DISEASES, Gloucester Gate, N.W.— 
R.H.P. Salary £125 p.a. 
WESTMINSTER Hospital, Broad Sanctuary, S.W.—* Wander ” Scholarship 

in Diseases of Children, Salary £250 p.a. 

WicaAN: RoyaAnL ALBERT EDWARD INFIRMARY AND DISPENSARY.—HLS. 
(male). Sajary £150 p.a. 

WILLESDEN GENERAL HOSPITAL, Harlesden Road, N.W.—Hon. S. 

WOLVERHAMPTON: ROYAL HospiraL.—H.S. (unmarried) for Fracture 
and Orthopaedic Department. Saiary £100 p.a. 

WooLWicH AND DISTRICT WAR MEMORIAL HospiTaL, Shooters Hill, 8.E.— 
R.M.O. (male). Salary £175 p.a. 

Worksop: VicroriA HOSPITAL.—Senior H.S, (female, unmarried). Salary 
£150 p.a. 


Fitzjohn’s Avenue, (female). 


Salary £500- 


Salary 


HospiTau.—J.R.M.O. 


Salary 


CERTIFYING FACTORY SURGEONS.—The following vacant appointments are 
announced: Alloa (Clackmannanshire), Hammersmith (London), Alyth 
(Perthshire), Bradford West (Yorkshire, West Riding). Applications to 
the Chief Inspector of Factories, Home Office, Whitehall, 8.W.1, by 
July 9th. : 

MEDICAL REFEREES UNDER THE WORKMEN’S COMPENSATION ACT, 1925, 
for (1) the County Court Districts of Bolton (Circuit 5) and Wigan 
(Circuit 6) and (2) County Court Circuits in and adjoining the 
Metropolis, for cases of writers’ and telegraphists’ cramp. Applications 
to the Private Secretary, Home Office, Whitehall, S.W.1, ior (1) by 
July 12th and (2) by July 20th. ‘ 


This list is compiled from our advertisement columns, where full par- 
ticulars are given. To ensure notice in this column advertisements 
must be received not later than the first post on Tuesday mornings. 
Further unclassified vacancics will be found in the advertising puges. 


APPOINTMENTS 


Dick, James Fairweather, M.B., F.R.C.S., Medical Referee under 
the Workmen’s Compensation Act, 1925, for the Altrincham, 
Warrington, and Northwich County Court Districts (Circuit No. 7). 

City or Lonpon Maternity Hospirat, City Road, E.C.—Resident 
Medical Officer: Gordon Scott, M.R.C.S., L.R.C.P. Assistant 
Resident Medical Officer: G. F. Soden, M.R.C.S., L.R.C.P. 

Free Hospirat, Gray’s Inn Road, W.C.—First House- 
Surgeon: A. McDowall, M.B., Ch.B.Ed, F.R.C.S. Resident 
Anaesthetist: WH. Sainsbury, M.R.C.S., L.R.C.P. Casualty 
Officer : C._J:.Cobbe, M.R:C.S., L-R.C.P. 

CERTIFYING Factory SuRGEONS.—G. S. Lawrence, M.B., Ch.B.Aberd., 
for the Bewdley District, and C. P. Porter, M.B., Ch.B.Bristol, 
for the Kidderminster District (Worcestershire). 


Printed and published by the British Medical Association, at their Office, Tavistock Square, in the Parish of St. Pancras, in the County of London. 
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